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& ^jB<udy was cofrAuct^S'^o ajii^fite the traditional 
l^rse) versus a syst#as approach method of 

The objectives included the folloiiingi 
La, faasibie irays of delivering patient 
[portant resource for the professional in 
ft education resionsibili ties with ejconomy 
ana effici^^Bcyi help niniiize the medical worklcad; assure medical 
aqcpmntatility in the patient educatlcn area; iiprove medical^ 
nfiaqeidnti decrease patient recidivism; enhance patient 
satisfactlen; and assist the patient consumer tc be an effectivf 
self-care agents The sample consisted of 502 diagnosed adult 
essentia^ hypertensive army patients derived ficn the active duty, 
retired^ >nil dependent population of two army outpatient clinics, A 
tw€*gr€i3F aiperimental design was used. Personal characteristici, 
measures of comprehensioiw and retetition^ aieasurei of compliance 
behaviorf loans of contr^, and reading l^vel were the main 
categories of patient variables* Hajor concluilcni were that all of 
the data indicated a need for a more effective^ efficient, and 
cost-effective method of patient education than now exists in the 
army health care delivery system. (luthor/JH) 
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PRODROMUS' 



ind Cormunity Health Educat1bn ^^^^ A Development^ 
let (PACOMED) was an ,^pic study conceived and carried out 
iCha, Fundamentally^ the study conslstid of develop 
AppfoachMSA) designed educational program that gave new knowl- 
ent that pouTd directly Influence his, undargtanding of 
r his prq^lemt the rtsult could be measured for each 
Medical responsibilliy for education coulJ be documented, 
ultimatt goals of suc-h a program were ^o produtejHa net saving In pro^ , 
ilonal resources /ind to cause patients to assume tfi&^e responsibility rSar ^ 
ir health care by prodtjcing, behavioral change^ \ ^ 

The studji results are IncTuded in five reports, four written by'^LTC Kucha 
the Cost Benefijt Analysis by Mr, bale L/W1ll1ams,^ These reporl 
1 a summary and with supporting documents, ara collected here as 
irig^i'^coffl^rehehsTve ^r they ire: * 



s each 
the ^ 



it for Consumer Health Education Needs of Fort Bel voir* 
Kinal* Report, Repqrt HCSD# 79-001 -A, ^\^f ■ 

' ■ - * ' *■ 

strategy for Instructional System^ Design and Formative - " , 

EvaluatlWi,,Julyl976, Final Report. Report HCSD# 79-001 -B. 

A Patient bearni/ig Center for, an Army MEDDAC - A Feasibility. 
Study, December/1977, Final Re^r^. Report HCSD# 79-001-0, 

_ A Comparative "^v¥Wat ion of th&'Traditlonal Versus A Systems 
Approach for Hypertensive Patient Education, August 1977* 
Final Report. iReport HCSD# '79=001=0. 

Cost Benefit Analysis. ^ 

These five reports include a great deal of information in maihy foriiis^ 
survey data, observed data, anecdotal information, evaluations/ conclusions 
and opinions* ' The reader will have no problem differentiating the study 
data from the author*s stated opinions. These opinions have not been edited 
because ^hen they^coW from one with the education and experience of 
LTC Kucha they too can'^e of value to the reader. , ' 

There* is one generalization that can be safely ma^e from the sttidy of 
the hypertension program-Tha Systems Approach to pat4ent education was 
sifltcessful in Incrfeasing the patient's knov/ledge. The patients who yspd 
trie developed progra^i learned more and retained more than the control group. 
Behaviorjil change' is harder to measure and the results are more tenuous* 
Both groups reported that their behavior had changed and in some areas, the 
SA group reported more improveme>it than the control group* However, in the 
one objectrrc measurfimenti weight loss, neither group showed any iniprovement 
in behavior after six months. 
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' tvfen thol^ the PACQMEO profraro was suggessful In teaching tf 
the patierit learntng penter was nbt altotal sucoess because •of pi 
Thit is urvd^standahle Trom/^^^^ idtslgn. It was a study to^^^^^^ 

SA^evi1.oped teachlnl methociQlogy a that Is where' the effort ^||^H^Hr'^^^' 
'Peogfams to Improve utilization would, have used resources at tht^^^^^^^ 
tHe main study, the project pftlcer made the decision to dedfce 
^'tht cfer^raV stu^ t|uest1onv a ^eclslon that was approprtate, 

' The^study has a pQ^erful negative as well as a positive message, 
pQS-itlve message is what has' already been stated, that the SA methodoldpy; 
bAter than traditlqnal ways tb fducate patients. The^ negative Is as . ' 
Important— la- program that educates patiints wlllj not by Itself cpnst1tum«h 
effective oparatioiial ■'Patient and ConimunUy Health Eduction and ^nformmbft 
System. ■ 'K' • 

Application of the PACOMEp findings will be of little value jartless rf ls 
part of a compfehenslve progriim. ,The effective patient (c^surnar|) edycatlon 
ariS informail oh system musf consist of three distinct compohenti, all 'Of_y 
which are indlspensabler ' ■ ^ I , j 




*at1tnt education \ 

b. General pobulatlon health Information . " / 

c. Medical treatmant facTnty (MTF) staff educatton and training 



( ^ The patient educatton has bgert 'addressed in this study and the system - 
proposed canf do the job welV. .f 

The diss'emlrtation €f Information to the general population of health care 
consumers Is not a hew Idea The use of all Information Tnedlai? pamphlets^ 
posterj* school programs^ etc. p is a .technique wtth which we are all familtar* 
However t it cannot stop ^rtfitfr general Information about health and prever^ttve 
medicine. To be an effective part ^f a Comprehens.iva program ft ijiust 
co/ivlnce the peopl e of ' the advantages and In fact\ the necessity, for |them' 
to become Involved in and responsible for their own 'health ^care. They mu^t be 
persuaded that the ^TF"1s riot a vending machine where you put In your co^n - ^ 
(or Hpspital card) and a cuite^r good healt|i comes out of tb& 'slot, Wh^n they ^ - 
are convinced t^ey wl IT understand the desirability and w1Tl saek ^e spf^flc ^ 
education xhey. need to regain or maintain a health state. V \ , \ 

■> ^ . 

Jt sometimes appears tfpt the solution to the third task Is the most 
elus'ive* *Ph^fe are a roulptude of reasons why practitioners are teluctant 
to refer their patients t\ a specialized activity for instruction* They 
range from m"t^informatio^ and distrust to val id ^concern about proper roles 1n 
patient care. Some very cor^cienti'^us practitioners feel that using'a , i 
specialist to instruct their patient is another step toward total depersonal- 
liatiort of the j^^tttlce of medicine, Oth^s feel that'«tery patient has ipeclfic;!^ 
needs for Information/that cannot be met by "ma^a productibR.*' Some are very 
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concerned that they miry not agree with whit Is taught ^and 1t could subvert the 
patient's confidence In the practit1oner.^^-¥ew stuV believe in the paternal 
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physlclari^nd do not agree thdt the,. patient |hou1d have a*maJor role in 
dettnniriing* participating Inior evfn underdbandlng tfieir treajtment. There 
are other reasons |^r reluctance *to tranlfjf patient educatf on by the^ Y 
practltlOneri but the major Itp^ fa^^ in the above categories and that is ' 
wlwre the staff Education must cpncentrate. The problems of physldafi Input ^ 
and Individualization In^tht training program are addressed in the^ PACOMED 
study.' Most practltionirs are also realistic .enough to recognize "kdvantl^f 
*when they are shown how much better someone else can serve their patieYits^ 
needi. Additional ly* the educator must, also recognize thesa problems, ajid 
the limitation^ of their program. Education and supportiye counselling must 
not be confused f and the practitioner. should never^fert he Is expected to 
delagate t^ie- latter. - . ' % 



These.iraports Irave the ccnceptual information that permits an undsrstanding 
of the methodology of the educational program. They also contain speclft^ 
Information' for establishment and operation of a Patient Learning CenteHW 
Therefore, they can be used both for understanding t+ie process and as a manual- 
for establlshlng-^ihe facility. As' discussed before, the Patient Education 
Program- cannot stand alone bet its' development is the frost compTex and time 
consuming part ©f a complete program. . ^ . 

It is recormendea that copiea of this report be furnished to office 
that has straff respansibil1,ty for patient education in the Health Services 
^N)ommand and^WTTca of The ^urgeon General • ' It is al so recommended that the 
\ , existafice of these reporti be publicized and made available to any Medical 
^ Training Facil 1 tx^lfiterested in organizing a comparable program, 

i ^ ' NOTICE^ 

The- fipdinp in this report are not td be cons^tru^d as 
an off icial Department of^ the Army position unless so , 
designated by other authorized documents. - * f 

' J^l 1 1 1 1 1 1 1 J II 1 1 1 1 1 1 1 1 1 J 1 1 1 1 1 1 1 ih 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 ^ 

^ Regular users of the services of the Defense Docume^ntatibn Center ^ 
^ (Per DOD Instruction ffi^.21) may order direetiy from the following; ^ 

^ Defense Dacumentatlon Center (DDC) . ^ ^ 

^ ATTN: 'DDC-TSR w ' t ' ■ , - 

^' Cameron Station , * . 

^ Alexandria,' VA 223"14 - ' ■ ^ 

^ , Telephones: AUTOVAN (108) 28-47633. '34. or 35 ' ■ $ 

/ IDS 107-47633, 34, rfr 35 * 5;. 

^ . ' 'Commirclal (202) 27^-47633, 34, or 35 • I ^ 

> ^ \ 

* .All o^ar requests f©r these reports will be directed to the following^ 

* ^ ^ \ . • ^ ^ ■ , . 

^ f 7 ' • ^ * ^ 

' ^ - US Department of Commerce j \ ^ 

' ^ [* Nftional Tec'hnical Informatron Services (NTIS). - . 

^ V Bps Port , Royal Road ' \ - ; ^ 

^ Springfield, VA 22161 . - , ^ 

^ j ) Te-lephone: Conrt^eial C703) 557-4150 ' ^ ^ • ' ■ 

' y^lllllJ^lllllllllllltttiUl^ . 

ERIC 



I 

r 



- / > '*^i0L findii^gs in this report ar^ 

to hw construed as an offtcinl 
aparttnent ©f tiift Ar«iv position 

' authorized doeuinffiC^u* 




mm^Mmmmmmm 



I 



1 



i 



(Par 4)0D J^isc rxicclon 52Qp.2i) jiny Drdi^r dtrcctiy Crom the follqwtng: 
Diif^nsa Docum-r^nCacicn Center (Dl^C) 

ATTN: PuC-TSR ^ ^ ' ' ^ 

Camtaron Scacion ^ ^ ' . ' 

Al££Kandria, VA 22314 . \ 

'TelephDnas: AUTOVO^I (lOS) 23-^7633, 34, or 35 . 
' ^ ^ IDS 107-47633,04, or 35.= ' . ^ 

-CDniniarci^(202) 27-476:3^34, or '^5 

All other recua^cs f ar thesef reptorts will he dtracted to th« £<^tow-- 



US bopartr:.^n" of ^rnriarcci^ r 
NaUiqnai Technical Infovmatiun S^^vvices ^NTiS) 
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I ic^ftilir by block mmbrnt) 



The purpose of the investigation was to evaiui|ts the traditional method Cphysl- 
clan, nurse) ^e^sus a ayg^tems approach metj^ofi otf provl^inf^ health education.. 
The objectifies were". Vo identify cost-ef f ecfriveUnd feasible wa.ys_of delivering 
patient education; to guyrantee an^important resoiftce for the professional in i 1 
fulfilling his/her patifnt^ducatiAi ^responsibilities with econom]^ and efflcien- 
cy^ to help minimize .tfie m%d%fral wotfkloadi to assure medical/feccountabillty in 
«he 'patient education area; to teiljrflve medical management; to *ecrease patient 
■realdlvism;, to' enhance patient satisf a&tiorf; %o assist tth6 patient consumer to 
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19.. and ExMifnal Scalei Nelson-Denny Form A Reading Testi' Patients' Opinion 
Toward the System Approach; month assessment; Cost Malysls, ^* 

WQ* be an effeative sel£-^care ^agent* The sampl^ consisted of 502 diaghaaed, 
adult essential hypertensive patients der^v^ed from tl)e a'ctlve'^ty,^ retired^, , 
And depehdant population jf two outpatient elinics*.' two-groua explf imental 
design was used* Pereonaff characteristics^ measures pf compreh^sion and / % 
retention t measures of cQmplia^^ce b^aviori locus of control » and ^reading levelj 
were the Min categories of patient Variables^ Major conclusions, were that all 
of the data Indicated a naea for a more ^eftectivy , ef f icl.entr, cost-ef f fctlve 
method of providing patiept edueatJLon thafi now exists in ^tefle" AlffiDD health\care 
delivery sy^tw. More s^ciJ^asHyf this stwdy damoftBtrated and effectiveness 
of. the syatemsl apprgach met'hodpTbgy in the areas of coaprehehslon, retentio!^, 
behavioral com^iances ^nd costjilf f ectiviene^s, - - - 
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1^ mROSUmONt V 



This Is thm tmpOTt ht the majoi -^ase of^the ra|e^reh pro j est i ^ 
fACOWtiD^-Patflent and Comunlty, Health Educatlon^-whieh began In Sapteober 
1974 and wfS taralnatfed .In Dacemb^r 1?77. Whlle^aducatlon for the hyper- 
tenblva latimt was only ont .ol eight eondttlpns fpr which laarnlng pack- 
ages vartdevalopad, hypartension was the only one ohosen foT aomparatlva 
e£^aluatlon. " ' ^ _ - . 

Byper|ensl@n was selected bacause of Its prevalance as the major 
health ^lallenga In/Amerlcp, today » with large niflabers, of the military 
population suffering from It, and a correipbndijig ai&ount orf medical ra*- 
sources directed toward detection ^ treatment's adueation* %nd follow-up of 
thlf chronic condition. Since prevention and control can be strongly 
Mfsctad by bahavioral modification p the lmpo/t4nce of proper patient 
education camot be overemphasised. ^ . ^ 



POHPOSE. 



s 
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The purpose of this Investigation was to avaluata^ the traditional 
methad (physician or nurse) versus a systems approach mathod of providing 
health education, to' include engimeering the educational envlromtat, the 
uie of^a non-ptofessioSil paramedic as health educayioni the devalopmant 
of validated health edi^^tion information** 



3* OBJECTI^S, ■ 

The overall otjectlves of the Investigation, as stated In the 
original .PACO>ffiD protocol * warei . 



.s. To identify^ coat-effective and feasible ways of delivering^ 
patient education* . ^ 

b* To guarantee an important resource for the pFofasslonal in ful- 
filling his patiant edfucation responsibilitias with economy and efficiency 

ei To help minimize the medical workload. 

a* |ro^ assure medical accountability^ in the patiant aducattpn area. 

* e* To Improve medical management. ^ = 

f. To decrease patiant rabldivlsm, ; v ^ ' 

g* To enhance ^patient satisfaction. 

h. To assist the patient consumer to be an effective pelf-care agent 



a. The US^ffiDDAC, Fbrt ^alvair/ Vlrtinla, was aalaeted as tha teat 
alts* In Sap tmbar 1974 » the developmental phase of the study was begu^ 
md by July 1975 it was complated. This study was ^conduct ad from October 
1975 tiatll Marah 1977 • , " 

%m A pilot study using thirty diagnosed adult hypertensive patients 
w^m eonduatad for four months to validate the prototype systams approach 
atrateg^ait mater lalg, avaluation tools; and faasibillty of data collac- ^ 
tlon mathods^ : ^ ' " ^ - J 

c. For tha definitive study, the clinical setting was the Internal 
Medicine Oirtpatlant Clinic at Andrew Raderp US Army Haaltli-£llnle, Fort 
ityarp Virginia, for the control, and the Internal Medleina Oigipatlest 
Clinic at DeWitt Arm^ Mospital, Fort Belvoir, Virginia, for Rie eicpari- 
mantal group Each was staffed with physicians and nurse clinicians and 
aaei|.had a caieload of appro^jnately 250 ^hypertensives a month ^mong 
their patients, mostly returaees for prescription refill, blood pressure 
ridings V patient education, etc. : - ^ 

(1) The' sanjple consisted of 502 diagnosed adult essential 
hyfsrtenslve patients derived from the aetlva duty, retired, and dependent 
population of the two outpatient clinics* The T (Traditional) or control 

#-^^ fQ^^^^^^ A^^^^^^us ^y™^ u^A 252. 

(2) A two-group experimental design was used* The T group re- 
^alvad the traditional health teaching (doctor or nurse to patient on a 
©ne-^to^one basis). Thf. SA group recelyad their health teaching by view- 
ing a valldatad instructional program via a video cassette administered 
by a non-prof ^sional paramedic in the patient learnlrtg center- Patients 
Vera placed in a control or eKperlmental group, but were not told of the 
axlstence of two. .groups. All agreed to participate. 

J 

' dm Patient measurements. • ^ 

(1) Personal character lstics,^a^ures of Imowledge, measures 
of compliance bahavior, locus of control, and reading level were the main 
categories of pattent variables. The Initial interviewa were based on 
structured and multiple ^phoice quastionnaires and Included data on demo-^ * 
graphic ind socloacpnomic characteristics, ^ historUcal features of the 

. patient^ s hypertension, education provided in rfeference to length of time 
^as a hypertensive, identity jof health care provider, and Instructions pro- 
vided by a physician or nurs'a clinician, PatlMts completed a multipre 
choice questionnaire (pre-test) based on s^ecd^ic learning objectives 
for desired achievement^-ln the areas of knowledge of their disease, low 
sodium diet objectlvasi and medications objectives, 

(2) After the educational Intervention, the patients completed 
another multiple choice questionnaire (post-test) of parallel design to 
datarmine the extent of comprehension of the learning objectives after 
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€M|ilettog the iMrnlng ^pMlmce, A pdit-test only ws© given to 50 
^tCmts fiem mm^h group in order to check Jo? ians^ltlz^atlon ©f the 
sullfe^ts by use of the pre-test. ; * ^ * 

?n - . (3) Six iDsnths Ikter the same test was administered to deter- 
wdMm retention,' Also, tests or behavioral compllsnee, lecua of eontrol 
(Eftiter I/E)i and reading level (Nelson-Deimy, Form A, "Reading Test), 
mtb glvra at six months. ^ | 

■ \ . - ^ ^ ' i ^ ^ - \¥ ^ ' ^ 

n<p (4) * The expertaental (SA) group was given- the Llckert^ scale 

red^on^e form to elicit opinions pertaining to the systCT approach learn- 
ing process* • , . 

5#A:fINDINGi AND mATto DISCUSSION. ' , 

ier a* Clinic patitnt population for the initial eriaounter. Of the 
JOfc dla^Q^ed adult hypertensive patlenta who were the initial subjects » 
alt' but the lOtf who were in a post--teBt only gr^up (analyzed separately), 
cdftpleted the instructional series; 250, or 6| percent , completed the 
aix meAtb follow-up. 

ap ' b* Patient comprehension after Instruction. The patients who , 
pattleipated in the systems approach scored higher on^ a criterion test 
df^tteir^ comnrehension of hvper tension information than those who had 
the traditional mode of instruction^ This held true for all of the 
t*tee^part testi (general hypertension information, sodium restricted 
d&M, and medications) . Neither grp^p rea&hed the criterion level (80^ 
^rcent or above) on the pre-tests. On the post-tests , 81, percent of 
thfe patients in the SA group" reached the criterion level compared with 
#nly 8*5 percent in the T group. . ^ 

: o / Findings Sot the post-teat only group. Fifty patients frcnft 

mch group were given the post-test only In order to ascertain whether 
tfee "before'* measures were aanaltlzing the subjects to the measuremen,t 
Instruments, causing changes in scores due solely to the effect of re- 
testing. The data distribution showed that the pre-teits were not cue- 
"ing the patients to any measurable extent* 

dLj Findings for" the sisc-bonth retention assessment. 

c * (1) For the 250 patients who comf>leted the six mbnth assess-^ 

ment, there wAs^a marked loss of knowledge In both- groups. However, 
there was a measurable and a statistically significant level of In- 
feteased retention in the SA group. 

:h. . (2) Both groups showed some similar improvement in blood 

pressure. 

1 (3) Neither group showed any Improvement In behavior as 

measured by weight loss. * ^ ' 



: * PatlmitA to Jboth groups demofistratsd an ilhersased knowl^, 
tdge of drugs and ra^ortsd better beti^^lor In regard to adhering tp low 
wdliffl dlefrp deer€a§€ In Qof£ee consumption, decrease In tsiislon and fin 
^ertese lA ghystaal aetlvlty. The SA group ^did better t^an tHe T group 
'^la faiowladge of drugs, adherence to low sodium diet and decreased dofCdS 
driakingp \ / * . 

Insults of th€ Rotter's Internal and Extamtfl Seale (Locus of 
Control). There were more ■Internally controlled Individuals in both 
groups^ ^ - \ . ' ^ ^ ' 

, £* The results oi %ym Nalsfan-^Deftny rekding scale indicated an above 
9th grade reading lever for 86 percent of the T irpup tastdd and 76 ,pfer^ 
cent of the SA group tested* . ^ 

g. One hundred and eighty of the 202 patients in the experlmtotal 
group filled out the Llckert/scale response ^om* The patients were 
estremeiy receptive o*£ the" SA teaching methodology* 

h* Cost analysis for progrM evaluation, a coffiparlscfe of the tradl^ 
" tlpnal and systems approach groups in relation to research and develop- 
m^ti Investment, ^and operating costs* 

^ ■ ' . - 

(1) Research and development costs for the traditional method ' 

(2) ^ For investment coats, nc^ cost for the T method| $11,030 
for the SA method, $6,933,00 of which are non-expendable equlpmenti^ and 
furnishings which can be used for other learning systems as well* 

(3) Op|rating costs soon recoup the expense of establlshlrtg 
the SA system ^as is seen belowi * ' 

Traditional Approach Systems Approach 



1 patient r 


Physician 
Nurse 




17.85 
9.45 


10 pat^tentsi 


Physician 
Nurse 




178.50 
94.50 


250 patients 1 


Physician 
Nurse , 




4,462.50 
2, 362 i 50 


>3,000 patients: 


Physician 
Nurse 


1 


53,550.00 
28,350.00 



$ 6.20 

C 

' ' 7.01 
173.25 
$2,103.00 



6. CONCLUSIONS. . 

■ a. There is a need for a more effective, efficiftntt, and cost- 
effective _method of providing patient education than hoW' exists in the 
AfEDD health car&%dellvery system. 



vl 



1 ' ' 



b* The systems approach to a patient education program wag- demon- 
strated' to ,have the following ^advantages or attributes when compared to 
the traditional approaqh. , 

(1) Better comprehension of the information and concepts 
presented * - . ' 

, , (2) Better retention although both gro'^s had a marked loss 
after six montha? , ^\ ■ 

(3) The patients in both groups reported improved behavior 
after six months. There was a great^er gain in the systems approach 
group. Neither group showe^xany improvement in the qbjective measurement 
of behavioral change, -ipe*^ vjeight Itfss, . . - . 

(4) The SA system is shown to be more economical of critical 
prDfessional manpower resources than the traditional system . 

a# The traditional system of patient education with the practi- 
tloner instructing the patient could be improved. The individual 
physician and nurse practitioner would be more effective if they were 
trained in educational techniques and strategies* The traditional 
system will always be profligate of professional manpower when compared 
to the SA system but it could be improved so the man hours used were more 



The Systems Approach methodology described here should not be 
restricted to patient education programs j It ^^Id be used effectively 
for such things as worker safety and occupational health, preventive 
medicine, school health education, self-help programs, nutrition, etc^ 

6* ^COM^ffiNDATIONS, 

a. In view of the demonstrated efficiency in the areas of compre=- 
henslon, retention, behavioral outcomes, and cost---ef f ectiveness of the 
SA approach compared to the 'T approach it would appear very desirable 
to institute this type of patient education program* 

b- Consideration should be given to providing intensive in-service 
or continuing education to physicians and nurses in the area of educa-- 
tlonal methodology to make the time they impend in patient education more 
produttive. 

c* Additional research should be encouraged with the following 
goals. 

(1) To determine requirements for reinforcing education as to. 
quantity and time intervals for maximum retention* ^ 
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(2) Long term follow-up studies of patients who are adequately 
educated to determine if there are permanerit changes In behavior or life 
stj^le. 

(3) Population studies to determine if adequate patient educa^ 
tion can be measured in changing disease ' patterns, lowering of rates of 
avoidable seqGelaei or lessening of dependence upon medical treatment ^ ' 
facilities* 
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A GOtf ARATIVE ^EVALUATION OF THE TrAiTIONAL VERSUS A SYSTEMS ^ 
^""M&»ROACH FOR 4ltPERTENSlVE i^IENT ^EDUCATlOiJ 

1. INTRODUCTION. • /.*' , '» . ^ 

Hypertension (high^'blood pressi^^^d^^*t*iS^ajary^ challenge in 

America today; it is the greates^^iigi^i /catt^ipf ^eath. More than; 24 
million people in this country have ^n€€ ±f worse , ^fewer^than 

,half of them know they have' it* It p'f f icti^-men , women, and chil3^^t-€i¥ 
every nat^nal origin and there are usually np symptoms*^ * 

Finding the hypertf nsivep| the ^millio^ns of unsuspecting people 
{jhoaa h^lth and life e^ectancy are so vulnerablej is OTjly one part of 
the c^llenge. Solely' to have the patient know they have ^high blood ' 
pressure solves nothing. Treatment for patients who -'feel fine" i^^^ the'' ^ 
fflefSage that must be g6tten across to the patient consumers. This can 
be accomplished only if the patient understands his/her total health 
problem and actively does his/her part to help* 2 

Recently, overworked health care personnel and administrators of 
health care facilities have recognized ^he benefits of patient education 
tetms of shorter hospital stays s reduced patient bills, better patient 
apllanc'e with treatment regimens, and few patient readmissions * ^ 

The importance of health education in the overall system of health 
care is well recognized by prfef essionals in the field* Ijoreoverj consum^t 
ers of health services are becoming increasingly '^ocal in stating their, 
desires for more 'knowledge about health concerna* The question is not ■ 
about the desirability of health education; the problems center around 
maa^ and methods of disseminating health information and education*^ 
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iGalton^ Lawrences The Silent Diseas^: Hypertension (New^ Yorks Crown 
Publishers, 1973), T^U," " - :~ . 

2woodSj James W. , High B lood Pressure (Chapel Hill, North Carolina 
Mmorial Hospital Patient Education Center, 1974), 1-9. 

health Education of the Public, A Statement of Public Policy (Lansing, 
MI^ Prepared by State Health Planning Advisor/ Council and the Office 
of Health a^ Medical Affairs, September, 1976), 45-53. 

^Green, H* G, and Buchan, J,, "The Clinic Waiting Room* Environment 
for Health Education Via Television," The Journal of Biocommunication , 
^gust, 1976, 3-2, 4=7. .. . " ' ' , 



^.*P^ands health wrfrkers are sueh that the nimber of heal'th 
^ucators an^ others who are prof essionaHy qualified to do this 
wark cannot meet the need. It Is virtually iraposiible to give comp^ej 
he^flva patient care to every patient that shouW Ijave it under the 
elating modM of health care delivery, Thera^:^e not^ even enough 
physicians and nurse clinicians ^for all primary care areas; how then 
ean they realistically expand their ^Iready overburdened .^ol^s to give 
quality patient education to eveny^ consumer that has a need^pd a 
rliht to It? They cannot* If by some fluke of the imagination one 
would say they could^ the cbst would be prohibitive. In the, past decade 
the cost of health care has risen ov^r 400 pejcent. Solutions must be 
found to give as good or a higher quality of patient care at a lower 
cost* 5 J 

a* Purpose , * 

The purpose of this Investigation as the third of a planned 
series of five studies was toi revalidate a model (Kucha's Original 
OHIMS Model) based on a systems approach for hypertensive patient educa^ 
tion; to include engineering the educational environments use of a non^ 
professional paramedic as health educator, developmant of validated 
health education information (that ^ utilized the instructional systems 
design method) , to evaluate the traditional method (physician or nurse) 
versus a systems approa'ch method of providing health educationp and to 
provide information to the Health Services Command for use in Dlanning 
future hypertensive patient education programs to military care eligible 
beneficiaries* 

b* Background . 

Health care personnel in clinical settings have not Incorpora- 
ted accountability concepts into their patient education practices* A 
patient may be diagnosed, treated, and sent home with a minimum of in-- 
formation* at best, on how to manage their illness. Nowhere in the 
health care system are there specified means of responsibility, for ^ 
patient -education to insure that the patient or fami>f meniber receives 
the pr'bpWs.inf ormation*^ To furLher compound Lhis^problem, more times 
than not, the patient education that was done lacked Individualization 



%ucha, Deloros H., Two Year Pro gress Report (Health Care Studies 
Division, Academy of Health Sciences , FSHTX, November, 1976), 40* 

%ucha, Deloros H., "An Evaluation of Traditional and Programmed 
Instruction to Teach Medical Management to Patients and Their Families,; 
Educational Technology Research , 1971, 50il^20, 
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In the Instructional strategy,' Alsb^ there wLfs no followjup to insure 
that, learning was achieved by patients and famiiy members/^ It was 
evident that a need existed to develM a method of „ effective health 
education that was acceptable to' the pfetient consumers and at the same 
tiffle would not implnee greatly on, but'^nhance^ the ongoing efforts .to 
^^llver health care*^ * 

/ '- r\. : ■ ■ ' , ^ 

Jji addition, the resource's of ayi increasingly sophisticated and 
effective educational technology have not been applied^ to the task, of 
meeting the needs of patient information and managiBment 

I The importance of adequate education for the patient . cannot be over 
f estimated, nor can the Importance of the educational responsibility of 
"^he health team be overlooked* 

To date, there has been no full-s^le application or empirical vail' 
datlon and evaluation qf hypertansive health education in the Army's 
health setting. 

Studies of a different conceptual framework in the civilian sector 
have been conducted. Howe^^er, nothing definitive has been published 



^Kucha, Deloros H. , The Design, Development, and Evaluation of an 
Empirical Model of an Outpatient Health Information and Management 
System (Unpublished Doctoral Dissertation, The Catholic University of 
America, 1973) , 16* «r \ 

^Ibid, 

%ucha, Deloros H* , Systematic Assessment .of Consumer Health Education 
Needs of DeWltt KSDDAC, Fort Bervolr, Virginia (Phase 1, Project: 
FACOIffiD, Health Care Studies Division, Academy of Health Sclenceg^, 
FSHTX, October 1974^March 1975) • 

lOKucha, '"Deloros H, , Guidelines for TmplementlnR An Ambulatory Consumer 
Health Information System. A Handbook for Health Education- (San Antonio, 
Published undeF the auspices of the Army-Baylor University Graduate 
Research Series, 1974), 6^14* 

lllbld, 

l^Kannedy, Eunice J*, "Managing the Hypertenslva Patient i Report of a 
Study," Military Hedlclne , November, 1975, 795-796. 

l^Soper, M. R,, Knight, C, C, and Morgan, , -'Evaluation of a New 
Nurse Practitioner Role in a Medical Clinic," Military Medicine , 
HoVCTber* 1975, 772-776* 
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using the tools and techniqyee of educational technology or the systems 
appraach In the area of hyper tensiye health education*I^»i5il6|17 ,18 

2. OBJECTIVES* 

The overall objectives of the investigation » as stated in the 
erlginal FACO^ffiD protoaol, werei . ^ 

« 

a. To Identify cost=ef f eetive and feasible ways of delivering 
patient education* 

To guarantee an IjDportant resource for the prof esslonal in ful- 
filling his patient education responsibilities with economy and efficiency* 



c. 


To help minimize the medical worklp. 


id. 


d. 


To' assure medical accountability in 


the patient education area. 


«. 


To Improve medical management* 




f , 


To decrease patient recidivinm. 


\ 




To enhance patient satisfaction. 








***Hi. W^^^^w^*w ^^^^ ^^^^ 
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^^Inui* T. S., Yourtee, L*, and Williamson^ J, W* , "Improved Outcomes ^ 
In Hypertension After Physician Tutorials'* A Controlled Trial," Annals 
of Internal Medicine , 1976, 84* 646^651* 

^^Caidwellj J*, et al, "The Dropout Problem in Antl-'hypertensive Treat- 
ment Journal of Chronic Diseases , 1970, 22- 579^592* 

l%ernheimerj E. and Clever, L,, EKperiences Implementing Patient Educa- 
tion in an Outpatient Clinic (San .Francisco, St, Mary's Hospital and 
Medical Center, Report submitted to California Regional Radical Program 
for period coverlhg October 1* 1974 - September 30, 1975)* 

* *^ 
l^Greenj L* W* , "Toward Cost^Benefit Evaluations of Health Educatlont 
Some Concepts I Methods, and Examples," Health Education Monographs , 
1974, 2: 34-64* 

ISSimonds* S* K* , Current Issues in Patient .Education (New York, 
Published by American Association of Medical Clinics and Core Coamuni" 
cations in Health, 1974)* % 



3. KETHODOLOGY. 



a. Overview • 

^ (1) While the literature does not conclusively provide a 
specific framework for the problem investigated in this study in patient 
education, the definition of tichnolo^ goes beyond any pamtleular medi- 
\m or device* In 'this senses techhology is mpre than the sum of its 
parts; it Is a aystamatic way of 'designing carrying out, anfl evaluating ^ 
the total process of learning and teaching in terms of specific o^^ectives 
based on research 1^ human learning and communication , and employing *a 
combination of human and nonhuman resources to bring about more . effective 
Instruction* It was this definition , the process, that was given empha- ' 
sis throughout the developmental phase of the study* (The basic process 
of all technologies is the same; it is the systems approach. )^^*^'"^ 

(2) The U*S* Medical Department Activity, Fort Belvolr, VAj 
was selected as the test site* A patient learning laboratory was 
developed in the ambulatory setting adjacent to the Family Practice 
Clinic in the DeWitt Army Hospital (DAH) * 

(3) In October 197,4 the developmental phase of the study was 
begun and by July 1975 It^as completed. In October 1975, approval for 
the comparative evaluat^iB A Sub-Protocols A Systems Approach for Hyper- 
tensive Patient Educatio^F was received from the Ambulatory Division ^ 
Health Services Co^and, The data for the evaluative phase of the study 
was collected from October 1975 until March 1977* 

h* Procedures , 

(1) Operational Definitions. 

(a) Baseline Data : Behavioral measures taken prior to 
beginning a new learning eKperience (i*e*i blood pressure reading, 
weight, etc*)* 



i^Galbraith, J. K. * The New Industrial State (Boston, Houghton Miff in 
Co,, 1967), 12-13. 

20corrigan, E* and Kaufman, R* A,, A Systems Approach for SQlving 
Educational Problems^ Operations PEP (San Mateo County, CA, Superin- 
tendent of Schools, 1967), 3^. . 

21ciflbertson, J., Designing Education for the Future (New York, Citation 
Press, 1966) , 266. 
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41«etio. .f desired -i"-^ V~Lid1y^aS:nt8 
after the termination of a m,^t,ud of teaching. 

°* ' """" 

of taaahlng* 

the ptactlffial task of educat*Ti. 

■ " f.s I A^.^-i A- .ice- ' Giving a limited, unittuctured ex- 

Bome aspect of health care or .ehavlor. 

(5. i -" I— ^^nlan licensed practical nurse, or a 91 
clinical specialist course, a civilian llcenseo p 
.B20whohAshad,priur^clin4ca experience. 

other^ndiviiuals o. th. sam. measuring device. 

(t) P.tlent,aalthJducatlonl ^S:™^^ 

(.) .... ... fnfbrtnatloni Showing a fll«. distributing 

p..phlets. .^^^^^J^m K^'dlo p^:;;ecSed%Slnal 
.^alth area se.v.ce o. 1syciom:tor"^affectlve domains The 

objectives in th^ coBH ■ P^^^^^^.^ without utilisation of 
emphasis is on un.Lru, .^.^ _ strategies, 
gcientlflc asscKfiment unu aching strrtue& 

t- A set of criterion questions Identical _ 
. , of, It. Administered to determine t^^^ extent of 

to those given on < .^f desired Information after completing a 

the patient's comp ^ i 



new learning expar U 
(1) 

related to the no, 



- ■ A set of criterion questions directly 
te learning experience administered to 
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det^miJLa che txtmt of ths pmtlent's compifehMslon of dasirad Informa- 
tion prlM CO baglnnlnt a naw laarnln^ wparlanca. 

(m) Ratantlon r The amount of hypartanslon information 
(graaral Information, sodlim raattleted diet, medications) posiesaed by 
patients six Bonttia after the tarmlnatlon of a method of teaching* 

(n) gygtems Approach i A devlied and deilgnad regular 
oi special method or plan or methodoiogy or procedure | the organlMtlon, 
of hardware, software, anj. people for cooperative operation to complete 
a mmt of tasKs for dmit^^ purpoaei. It is denoted as SA in the remainder 
of this report. 
<^ 

(o) Traditional Health Teaching i Platmed sequence of 
didactic and demonstration instruction with supplei^antal handouts (with 
the exact teaching objectives as the systems apprdach method) given by 
a physician or nurse cllniciayi. It is denoted as T In the remainder of 
this report. 

(p) Validated Instruction i Instruction that does in 
fact accomplish that for which It was designed; that causes the learner 
to dOTOnstrate the performance at the mastery level consistently* 

(2) Hypothesis* The following null hypothesis was tested: 
There will be no difference In the By|^ps Approach (SA) taught group 
and the Traditionally (T) taught grou^Tft behavioral change, compre- 
hension, retention or cost of instruction* 

(3) Pilot Study* A pilot study was conducted for a period 
of four months to validate tiie prototype syst^s qipproach strategies, 
aaterlals, evaluation tools, and feaeibillty of data collection methods* 
Thirty diagnosed adult hypertensive patients on an outpatient status 
from DeWitt Amy Hospltali Family Practice, were the subjects. The 
Family Practice Resldancy Program served as the main resource for 
coordinating the information needed to develop the patient education 
learning system and evaluation tools* It was found that due to the ^ ' 
small number of family panels and the probability of sensitizing the 
potential subjects, it would not be possible to use the Fmlly Practice 
population for the definitive study, 

(4) Definitive Study* 
(af Setting . 

1 The clinical setting for the study was the 
Internal Medicine Outpatient Clinic at the ^drew Rader US Amy Clinic, 
fort Myer, VA, for the control group and the Internal Medicine Out- 
patient Clinic at DeWitt Army Hospital, Fort Belvolr, VA, for the 
experimental group. Andrew Rader US Army Clinic Internal medicine 
staff consisted of two physicians and one nurse clinician, with a mean 
patient case load of 400 patients per month and approximately 220 to 
240 hypertensives per mont^, ^ 



t DtWlfct iMsy Hospltal'd lAterMl madlelae staff 
eonsiatid of BiM ph^alelsns and tvo nurse cllnlelans, with a nean patient 
(sAsatead of'' 900 p4tluts par mrath and appraxlnattly 250 to 2i0 hyper^ 
tiMlvts ttOBth« ' 

' * 3^ i^st 6f the hypertensive patients Jji bath groups 

liufa not nmly dlagnased but retunees far preserlptlon refills t blood 
pl^aMura fsadlMSf patient edueatlanp and follow-up visits* 

jtb) Sample * 

1^ Five himdred and two dl^nosed adult essential 
hypar tena l^e patlmts on to outpatient (Intern^ !tedi€lne CllnlQ)\baslsj^ 
dwlTed from the active duty» retired military , and dependent papulat;^;^ 
of tbm DeWltt Army Haspltal and the Andrew Radar US ^rmy Health Cltolc« 

2^ TOe Initial breakdaTO was "walk*-ln" seleatlon af 
thm two groups I the T group had 2|p patients and the SA group had 252 
patlmts# Fifty In each group were iM a post-test category * 

3 Informed consent ^ was obtained from all patients. 
Initially there wtere no refusals to participate to the study. 

(c) Desl$m « A two group axperjjflental design was used 
^iriti aiol4^^«*t wf B«wjewLti Lu ^IlIim m control or an experimentai group. 
nm T group received the traditional health teaching* The SA group re- 
eaived their health teaching by viewing a validated Instructional progrim 
via a video cassette (3/4 inch U-matic format) atolnlstered by a noH'* 
profaaslonal paramedic in a patient learning center* 

■1^ Patient MeasurCTents. 

a^* The main categories of patifent varlablea were: 
(1) personal characteristics , (2) measures of imowladges (3) measures of 
cmpllance behavior* (4) locus of control* and (5) reading level* After 
thel^ regular visit to either a phyilcian or nurse clinician* patients 
were placed in a control ot eKperimental group** They agreed to partlci- 
pate in the research project and were not told of the exlstencii of two 
groups (traditional and systems approach) . The Initial Interviews of 
the groups were based on structured and multiple choice questionnaires* 
i^ta elicited Included demographic charm:teristics (age* seK* place of 
residence)* socioeconomic characteristics (marital status* type of 
aplo^ent* rank, education) , historical ^features of the patient's 
hyper tmslon and education provided in reference to length of time as a 
bjper tensive p health care provider* if l?ad prior Instruction* timm of 
prior instruction, instructions provided by a physician or nurse 
clinician* 

b^ In the same interview, add It lonal questions 
i^re asked to determine a patient's baseline bebavior. Items queried 

\ 



S 



©r sMM^ttttts ©btsinad included i blood pressivet weight » eomplles 

the ImboratOTy and/or ancillaiy testp tak#s medication, teows 
drugs Md actlan. adheres to low aodliM dleCp number of cupa of coffee 
per day, nimber of clgarettea per dmy, degree of tenalon experltoced, 
type and frequency of phyaical, activity # 

Additionallyp the patients completed a muitl- 
pie choice quest ioxmalre (pre-teat) to determine their taiowledge in 
refermce to the .fQllowink learning objectlvas (the objectives were 
Idmtified by a physician consultant as feaaible achieVCTenta for all 
Mtlteta paEttcipllting to the atudy) i 

GMERAL IHFO^TION OBJECTIVES 

Upon completion of this program the patient will be able toi 
. Define blood pressure 

. Define ayatollcypMssure and diastolic preasuige 

* Define hypertension and give some indication of the 
range of blood preaaure in which It falls 

. Define borderline hypertension and indicate the 

pressure range in which it falls. 
. List several diseases hypertension la directly related 

to 

. E3cpi.ain ^ne uapAicacions at nigh oiobc pressure ^ 
, Tell whether hypertensio^fcs controllable with 

^ medication 

» Tell the hypertensive patient's attitude toward 

si^kSS^ should be - 
, Tell wrat the goal of hyper tension treatment is for 

the patient "S health 
. acplain why the doctor may require regular visits 

as part of the patient -s treatment . - - ^ 
, State what the hypertensive patient can look 

forward to with his/her disease under control 

LOW SODITOi DIET OBJECTIVES 

Upon cpmpletion of tjiis program the patient will be able toi 

* toplaln that sodi™ is a mineral found in salt 

* Ea^plain why salt intake should be reduced 

. Explain In simple tertns the effect of sodlim on 
blood volume « 

. acplaln the function of the kidneys in relationship 
to blood voliame 

, List at least two methods that may be used so the 
patient may eat the sme food the family does 

. List several foods or, spices in which high concen- 
trations of sodiiun are found. 
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food* to avoid becaup. they are heavily 

S^^fWB a .Miple ««« <"ds that are low in sodluB 
S eL bT^tw in restaurants and at food counters 
I3.|f .«p!e^u. for maklni w eat at school 

SaStte the policy to ^^^^ J^^^^^J"^^' 
Daacribe aevaral ways to cover up tha/lapfcyoi aoai 

1^ the dlet^by using ^J^^ ^ 

Liat aeveral sources of recipes cna^wiy w 

^^rtog a low '^^^^^f ''-^oditn^grtaa to eliainate M 
SUte the average n^her of soaiujr sriUBB 

f EOB a simple low sodlim diet 
4fe«^th^^3-t»e«ts «1^t^^-M-*|^ 
the doctor recomends a specific level oi sooiuw 

day 

tttPlCATIO^S OBJECTIVES 

aoiwUt^n of this program the patient will be able to. 

• ' . Eacogni« f.o« a complete list of medications, his/ 

bar aedicatlons and describe their «e 
. . ^lam the importance of taking medicstlon as 

^" ^-^ ^ . Sco^ltf Whet rules the patient should follow when 

. . S^^"he%ort.nce of and how to fill out a 

. l^iSf Se'Sp:^t"cf of not taking another persons 

■ . ^la"% ^dicatlons should not he taken In f ronr 

> shout the medications the patient is Mfclng tnat 

:St"cT.lth medications no longer^betag us.d 
; SpUta"H.rgic teacttin. that may occur £rc« pre- 

acrlbad medications ^ 
lell how many days' medication the patient should 
' haie on hand" prior to ^ving the prescription re^ 

Teiithy the patient should take his/her medication 
at the prescribed time 

■ d After the educational intervention, the 

fectSes alter completing the learning eKperlence. 
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' m Six Bomthi latdt tfce dats was eoll^eted by 
dividual pfttj^ut visits and pariooal intervltws . The meaiurements 
ifwai bahavloral e^pllanea, retsntion test (amQunt of Information 
pdssesaed miM months after the terainatloh M a mathod of teaching}, 
loans of oontrol (Rottsr I/l) * reading level (N|lson-Dennyi Form A, 
leading test). I \ 

t_ Followtog Is a chart s|jiowljig the ario^nt of time 
spttt on each eneounter for both groups* ^ 



COTOiOt G ROOT 



Initial Encowteri 



GoUpet ^havloral 
Baselines and Pre-- 

t€St ^ 

Fhysician or Nurse 
Clinician Frovldad 
Instruction 

Post-Teat 




Collect Behavioral 
Baselines and Pre- 
Test 

Validated Instruc- 
tional Mode 



Post-Test 



20 m^B 



1 hour 



10 mins 



Sill Month: 

Collaet Behavioral 
Pollow-up, Retention 
Test, Rottar IE Sealep 
Nelson Denny Reading 
Test So mins 

i^ter collection of 
data, reinforc^ent 
by physician or 

nurse clinician 10 mins 



Collect Behavioral ' 
Follow-up, Ratention 
Test, Rotter .IE Scali, 
Nelson Denny Reading \ 
Test 

After collection of 
data, relnforcraent 
by non--prof esslonal 
par medic 



50 mins 



^10 mins 

/ ' — 



In addition there were 50 patients from each 
group who only had a post-test. This was done to eliminate any suspi-^ 
cion of sensitising the subjects ("before" measures may sensitize sub- 
jects to the ffitasurement instrment and cause a change in scores^ due 
solely to the effect of retesting) * 

h The experimental subjects were given one 
additional measurement, a Llckert scale response fora r.eflectlng the 



p^il^t'K^lA^A p#|talBimg tQ the Systama Appraach leMrning proerti* 
fh« ^^^^n tvftltiaeiom included opinions ©a the followiag; yiewing ttoe, 
mmtnt ij&£»Mt* quMtioni en toplG^ ^esi content unlqusnMS, content 

Gon-psoitssioul parMsdlaal maAth educator's style , learning 
emtWf preference for instruction i freedom to laarn by audiovisual 
eeqpared to usual Instructions by professional health workers, personal 
reipenslbility for learning by aydlovlsual compared to usual instruction 
^ health yorfkersii patient's attitude toward audiovisual modes for health 
^Mtiont patient '^^Iwing of comerclal television In hours* 

* ' , ..." 

, ^e data for both groups w^e collected by two 

son-prof esslonAl par medics who had the educ«ion and preparation to 
esewe the data collection role. 



2^ The Treatment Variables* 

* a Traditional Health Teaching, The Traditional , 

Approach consisted of a planned sequence of didactic and demonstration 
toetructlon with supplmet^tal handouts (with the exact teaching objec- 
tl¥ee as the Syst^s Approach metliod), given by either a physician or 
smrse cltolclani ^ 

b The Systems Approach ffiethodology took the form 
of a validatid Instructional progrm (via a vide© cassette) administered 
Jh^ ii.finfi-^wnfpsai^ti^l p^r^tn^rtir a nnf-lenr l^^ip^nifi^ retit^^r. 

(1) The essence of a validated .instructional 
progrm is validating the learning systems until the patlel^ who use 
the systMs as plmned meet the leamlng objectives. ^ 

. (2) Instructional design Is a logical, step 
by step* preparation of the~instructlonal strategy p which, when validated 
will teach predetermined objectives. 

^ (3) The following is a diagram of the event 

identification and narration of the systems approach that was useds 
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I, Mtttfe^ with eomtemt consultant to asesrtaln tasks (Task 

3. Dsvelopnant of hehavloral objeetivas 

4. "Real World" starch for eKlsting aduaatlonal. sof twara 

5. Ivaluatlon of axlstlng aducatlonal software 
6* Sevelopmnt of criterion maasuras i 

. 7. Dasiga of the tostructlonal systea J 

8. formtiva evaluation , 

9. Dstm ^ol^ectlon 

10* Eevlnon ' ^ 

Mv^- fty«iei« ^«luatlon / 



12. Cost analysis 
13* Final staff evaluation ' ^ 

(4) A point was raached whan no further to* 
pr0V»mts ware llkaly. it was than that tha tastructlonal packaga was 
subi acted to tha comparative evaluation * 

(5) ^othas facet of the Systems Approach 
methodology was to utlllza a ndn-profassional parTOtdlc to administar 
the instructlonal program^ This could ha accompllshad because the vali- 
dated learning systra had accompanying dlrecMorts and flow charts for 
thalr adminlstratiSh (tha^t asks Involved In opfcating tha learning canter 

f»4«<f«9i «^ mim^^^tfitv in nst'jre) . In nddltl^n >hi n^n p"f ^c^lcnnl 
paramedic performed the functions of aounsflor, records manager, and 
coord toator. Sae Appandlx F, page 143, Non-Professional Paramedic as 
Bealth Educator, 

^ (6) The laarnlng centar offArad a spaclallzed 

laarnlng area that probably facilitated the actlvj^^d for patient learn- 
1^* See Appfendlx G, page 155, Physical .Facilities, | 

(2) Use of tha learalng center as the focus 
of the Instructional effort was based upon a family of assumptions such 
as would be articulated in a systCTis approach tp^ learning* Thesa 
assmBptlons Include the* application of technology to learning for 
achieving instructional efficiency and effectiveness* Sea AppeT|dlx^E» 
page 131, Communications Media* / ^ 

^ (d) Reliability and Validity of Evaluation Tools * 

1^ Tha pre-post test and re^entflon^^asures ware 
crlterion-referencad rather than norm-referenced measurements* Criterion 
referenced tests were devised to make decisions both abmit individuals 
and treatoants, e*g*. Instructional programs. In the etsa of-^aclslona 
ragardijig 4iatients a criterion-referenced test was ad^nistera^ which 
ascartataed if a set of instructional objectives were achieved by a 
rapllcabla Instructional sequence* Also, whether the patient mastared 
the critarlon which was considered to be prerequisite to cotaenctag the 
naitt sequence of Instruction, By admlnlstarlng the criterion-referenced 



VMSUTS to the patients after they had ^ppleted the Ins true tiottsl se- 
quetiee» a deelslon eould be miide regardffig the eff ieacy of the sequenae 
(treatt^t). 

2 It Is well Imown from the study af classified test 
theory that vheja the varlanaes of test scores is rastrictad (criterion^ ^ 
referenced), cerrelstlonal estimates of reliability and validity will be 
l©w» It was clear that the classical approaches to reliability and, valid- 
ity estlffiatlon needed to be Interpreted more cautiously or discarded in 
the analysis of the crlterlen^ref erenced tests. 

^ 3^ ^ 4 correct response analysis was conducted during 

d iliwalapmen^Al ataga. (gee Strategy for Instruptloipal Systems Design 
frocess and fo^ative Evaluation and Appendix 1, pp* 1^12 «^ 
i , 
. ^ 4^ The coimerclal Nelson-Denny Reading Test compre- 

henslon portion usedhas a reliability of *81. The Rotter l/E scale has 
.been administered to nime^ous samples , An internal consistency coeffl^ 
clent (Kuder-Rlchardson) of ,70 was obtained from a sample of 400 college 
students (Eotter, 1966). The literature did tadlcate that there were 
^dividual differences in perception about one -a control over one's 
destiny and that the Rotter scale was sensitive to these differences, 

(e) Analysis of Data , All data were checked* scored ^ 

nie data were entered on IBM cards and the card sj were verified for 
accuracy, -Data were analysed by automatic data processing equipment ind 
a variety of statlitica were computed* 

i 

(f) Cost-Effective Analysis, Coat-effective analysis is 
\often viewed ae an alternativa to eva^uatS^ research * but Essentially 

it is a logical eKtension of it. In order to affix dollar values tq|^he 
benefits of a program, first there has to be some evaluative evidence of 
what kinds rfhd how much benefit there has been, Docimientatlon was ob- 
tained for research and development, investment , and' operating costs to 
Include personnel, instructional materials , space * and administrative 
costs, ^ 

4* FINDINGS AND RELATED DISCUSSION 

The findings for each of the data collection procedures will be 
presented followed by the discussion related-^to the specif 4c finding. 



^^Welss, C. H, p Evaluation Research t Methods of Asseselng Program Effec- 
tiveness (Englewood Cliffs, New Jersey^ Prentice--Hall, Inc, 1972), 32. 
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A. Cltnle Patient' Population for the Initial Encounter . 

<I) flndinga. * , 

I 

(a) Five hundred and two diagnosed adult hypertensive 
pattmts were the initial subjaets. All oompleted the Inatruetlonal 
ssrlasi One hundred of the 502 subjects were In a post-test only group 
and w3le analyzed aeparately. Of the remaining 402 subjeats (200 in one 
gSMp and 202 In the other group) 250 completed tHe ate month £ollow*up 
(124 to the T group ^d 126 In the SA group) or 62 pereent of the teat 
population # ' ^ 

. ... - ' .... . ^ .. : ... 

(b) Of the 76 dropouts from the six month follow-up In 
the SA group » four were deceased ,^10 retired and moved to another area» 
ad bIm had a permanent ahange .of station. The renalnlj&g 56 simply 
didn't' want to continue « Reasons ran the g^mit from Inclement weather 
condltl^s> "not Interested," "didn't have the ttoey" to "don't call us* 
im*U call you." 

(e) In the T group the dropout reasons were the same. 
Ten subjects had a perMnent change of station and five retired and^ 
Iqcated in another section of the country* The remaining 5% gave ^reasons 
•lmll|Lr to those of the SA group* 

p, 16^ DCTOgraphlc and Socloeconqplc Characteristics of Hypertensive 
Patients In Relation to Method of Instruotldni Initial Encounter) , with 
only 3.5 percent of the total population active duty, the smallest pro^ 
portion* The largest group represented was the dependent wives com-- 
prising 61.5 parcant of the total population* Next came the retiree 
population which had the remaining 35 percent. The sex distribution \ 
was 61*5 percent female and 38*5 percent male. The majority of the 
aubjects (91 percent) were 40 years old and over* Ninety ptercent were 
married. The moat coimon educational levels were high school graduate, 
and 1--3 years of college. Sixty-seven percent were in one or the other 
of those levels. In the occupation categories 72 percent were unmployed 
retired, a housewife i or an administrative worker. 

^ (e) t The^ history (see Table 2» p. 18, Historical Features 
of Hypertensive Patients Illness and Education Provided i Initial En- 
Counter), of the illness showed that the time since diagnosis, for 12 
percent, was less than three months; 18 percent, one to two years; and 
; ^6 percent, more than two years. The health care provider for 46 percent 
^fe pas a physician, and for 54 percent , a nurse clinician. Sixty-Height 
O^rpercent of the population had prior Instruction and 32 '^percent did not. 
The time of prior instruction was 18 percent, less than three months i 
13 percent, four to six months; five percent, seven to 12 months; 22 
percent, one to two years; and 42 parcant, more than two years* In- 
structions were provided to 53 percent by a physician and 47 percent by 
a nurse clinician. ^ 
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DBiKiMreic im sociOEC^cmc auki^nm$ttcs of aif erteitsive faimiB 

D«»^&phla mA STClsMmmle All ^_^^T Group < SA Qwup 

* ^-402) Mr I 

. z • 



Eftand Off l€K 



1*1 thru E-^S 
E-7 Aru E-9 

Active OffieM 

f laid Crad© 

Retired Enllstad 

1-1 thru E-6 
E-7 Cltru 



BatlMd Officer 

fempaay Ora 
Field Grade 



61.5 



VOL or KBLXTAgf 
A^dVtt Imllstad 

1 B-l ttatt £-6 ; 1 ' ^ #5 

1-7 ttw 1-9 ^ ,1 

Astibrs Off te^ 

3*5 

^ Ifttired bllstad ^ 

l-l ttau E*€ , 2 |*%F 

t-7 tteu 1-9 7*5 f 



Field Grade " ' ^ • -21 tl 

35 - 

BAtK Of aPOTSOBS 

Acclve Eallsced • 



1.5 I 
2.5 t 



0 . 4 

5.5 fl 



4.5 * I 
16.5 15 



^f^^* U.S. tl 



\ 



16 



UILl 1 eenclaufd 



Stt^taphie and Secleaesnanle 



AU. 
% 



T 0reup 

' Z 



dump 
(N'm) 
t 



Malm 



38.5 
61.5 



36.5 
63.5 



41 



Xmmm ehaa 30 

30-39 

40-^9 

50-59 

»0-69 

70 aad elder 



1 

8 
25 
42 
20 

4 



.5 
6.5 

17.5 
43 
29.5' 
3 



I 

35 

II 



KASItM. STATUS 

Burled 
Vldewvd . 

Engaged 



liemntary (grades 1^6) 
Jmlor High .(gt^des /7^8) 
ligh iehool (grades 9*12) 
1-^3 T#a^s Co Hog e 

■ K&sCar-s Degree 
to€tor-s Degrem 

OCCOTAtlON 

VneBployed or Retired 
Boysewlfe 

A&ilnlserative (office work)^ 
Tcehnleal Specla34se (nechanlcal) 
, f^of csslmal (non*«edlcal) 
cWbae RelaCed (llae groups) 
Seudent (full clffie) 
Blue- Collar Work (custodial) 
Kedleal profession*! (1K,HD,DDS) 
Oehcr 



90 
6.5 
1.5 

0 

I 

1 



2 

4 . 
38 
29 
18 

8.5 
■ . .5 



12 
41 
19 
7 

11 
1 
1 
3 
2 
3 



91.5 
5.5 
1 
0 

1 m 



1.5 
4 

38.5 
30 
15.5 
9 

1.5 



16.5 
40 
18.5 
4.5 

0 

.5 
2.5 
I 

3.5 



S9 
7 
t 

0 



t.s 

3.5 
37 

ti 

21 
f 
0 



10 

43.1 
19 

9 

t 

f 

f 

3 

t 

t.s 



If ^ . 



a^ tmcktim fioviDEDi initio i3^couOTE*r^ 



Ml 
% 



CK-200) 
I 



SA Guap 
I 



4ms HaAs 
7 12 ^Mhs 

Mora tbMSL 2 Tears 



HO 



12 


' 4.5 




8 


4,5 i 


10 


6 


5.5 




IS 


22.5 


14 


Si 


63 


SO 


46 


30.5 *^ 


«2 


54 


69.5 ft' 


• J« 


68 


84.5 


4f.5 








32 


- 13,5 





1 



CH-16f) 
% 



{U'1%0) 



TIHE OF gRIOR IKSrauCTION ^ 

Less Ttaa 3 Itonths 
4 fee 6 Henths 
7 to 12 Months 
1 ce 2 TeaTs 
Hor* Than 2 Years 

raSTRIJCTIOK pRgviDa BY 



Physlelsn 
TSutM Cllalclan 



181 
13 
5 
22 
42 



S3 
47 



8 

15.5 
5.5 
21 
50 



62 

38 



i 
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* Patient CwpyehOTgidn lot the Initial Encounter , 

(1) F^diAgs* ,y . M ^ * , 

(a) T$^ii'3b '20, Percentage of Patients That Achiiwed 
tta Crittrteii tevel by Type of Instruction for the Initial Encounter , 
ceapwea tihiipercentage of patients achie^r^^g the criterion level by type 
©f Instrttatlon for the initial encounter v Typlcallyi when uaihji c|i- 
tarlor'^referenced tests , interest is In the proportion of subjects ^wHo 
mat a criterion level of performance. 23 , TJie. data was reported in in*-- 
emanta to provide a better picture of where ttfe scores were falling. 
H^idier f^Stif YlacKed tKs cf ItWlet^ leviil ttte comportte pre-test*. On 
tHa eomposljfe post^teit, 81 percen of the; pAtlents in the SA group 
raachad th6 jprlterion level. cOTpated to only ti. J percent Iji the T group. 

^ (b) The difference In test scores be^een the groups was 

atdtiitically significant 'at the p ^.0001 level* See Appendix A, p. 99,^^^ 
Taetaical Tabular and Graphic Dat^ Pertaining %o S^^mary Statistics of 
Test Scores. 

(2) Discussion* ^ 

(a) . The SA ^ T groups were demogr^Sically comparable 
vascept that the T group had a greater representation in the under age 50 



(b) In the area of history of their hypertension there 
were some deferences. The SA group had a larger proportion of relatlvaly 
new cases (lers Aan six month*^ 3& percent) than the T group (less than 
six months, 9 percent). AlsOj the T group had.. 84*5 percent who had re- ^ 
cel|/:ed prior instruction while the SA group had 49.5 .percent* 

(c) /Thfr null hypothesis t^fC there would be no difference 
In the SA S T groupi Von comprehension is not confirmed. The Systems 
Approach group showed a significant fcincreas In comprehenslQn. 

c* Clinic Patient Populatlbn for the Initial Encounter I Poit-Test 
Only Group * 

(1) '^e pre^test measures may .^enslti^e subjects to the 
measurement instrument and cause a changef in scqres due solely to the 
affect of retesting. To guard against this, a group of 100 were not 
pre^tested* but given either the SA o« T Instruction. and then tested 
for c^prehenslon, 



^^opham; J*, Evaluation li^ Educatjioni Current Applications (Berkeley^ 
CA, McCutchan Publishing gorporation, 1974), 240, 
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TABLE 3 

FERCE^TA.GE OF PATIENTS TEAT ACmWIIB THE C^TERJON LEVEL 
BY TTFE 0? IKSTRUCtlOK FOR THE INITIAL ENCOUOTER 



CROUPS 



to:>t-Test T Group 
SA GKoap 



0-29% 



CQKPQSITE SCORES 

Pr#^Ta%ti T Group 
(N-2Db) 
SA &LOap 

fest-Tast T Group 
SA Gajol^ 

GENERAL INTORHATIOH 

Prm-Tast T Group 
SA GHDUp 

Fost^TasE T Group 
SA G/wu^ 

LOW SODIUM DIET 

Prm^Test T Group 
SA GfLOap 

Fost-Tast T Group 
SA Guap 

Pre=Test T Grou^ 

SA G/LOLLp 



3^49% 50-69% 



1.5 21 

0 9.5 



5 14.3 

1 10.5 

If 3 



19*5 49 

7 30 

0 4 



0 9.5 
2 

0 ' 5. 



63.5 14 

61 11 

49 33 

5 12 



38.5 24 

41 13 

I 

29.5 27 



31 



37 



r 



53 a 

9 14 



20 32 f 

7 33 



26 




70-79% f 80-100% 



8.5 



18 



32 



II 



17 



10 



75 



38.5 



C55 

52 ( 

93 



20 
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X^LE 4 

0B4OeWJHlC Mm SOCIOECON^IC raARACraKSTlCS OF HYPERTENSIVE PAIIEKTS 
m REL^rOH,TQ KETSOD OF INSTRUCTION ^ POST^TIST O^Y 



D^egraphic and Seeiaieoco^c 
T^lables 



Ml 
(N^IOQ) 



■ Group 
(N-|0) 



^SA G/ioup 
I 



RimK. OF Mn.ITARY 
Active Enlls ted 

E-1 thru E-6 
1-7 thru 1-f 



0 
4 



f 
0 



Mtlve Officer 

Company Grade 
Field Grade 



0 
0 



0 

4 



Seclred EnllsCed 
E-1 thru 1-6 



4 



0/ 

■ V 



Batlrad Officer 

CDmpany Grade 
field Grade 

VLAm OF SPONSORS 
OF PEPSNDaiTS 
. Actlva Enlisted 

thru E-6 
E-7 thru 



42 



2 
30 



C 

0 



0 

16 ^ 



t 
4 



AeClve Officer 

Company Grade 
Fl#ld Grada 



2 
0 



10 



Ra tired Enlist ad 

E-1 thru E^ 
thru E-9 



2 
4 



4 

to 



Retired Officer 

Cempany Grade 
Field Grade 



53 



4 
26 



f 

14 



21 



4^ 



TABI£ 4 ccmtlnued 



Scadgrmphis and SQcloeconomiG All T Group SA Gn^oup 

Variables Fatlents (N^50) (M^SO). 

(K^lOO) % i 



SEX 



Kale 



ACE 



Kidawsd 
Engaged 



Separated 



46 62 $0 



fmala 54 38 7fl 



le3s than 30 3 0 6 

30-39 2 0 * 

40-49 29 ,30 !! 

40 38 42 

20 20 20 



70 and older 6 12 , 0 

HAEITM. STAIUS 



83 SS fl 

9 10 I 

J , " ft ^ 

0 0 0 



Divorced 1 ^ V £ 



EltBentary (grades 1-6) 1 ^ 0 

junior High (grades 7^8) 3. Q 

High SehoQl (grades 9-12) 35 34 

1-3 Years Collage 26 28^ 

Baccalaureate 20 *6 

Ifaster^s Dagrae *^ 14 10 

Doetor's Degree 1|^^ 2 

OCCUPATION 



Onemployad or Retir|d ^ 13 16 ^0 

Housewifa ' 36 28 |J 

Admlnistrativa (office vork) 25 30 

Taehnical Specialist (mechanical) 5 6, ^ f 

Professional (non-medical) 9 ^ ^ 

COTbat Related (line groups) 0 ^ ^ 



Student (full tice) 
Blue Collar Work (custodial) 



0 0 0 

3 4 2 



Hedlcal Professional (RN.m^DDS) 0 0 0 

Other . 11 10 " 
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tABUS 5 



llSTORlCiWL FEATOi^S OF HW.ERTENSTVE PATIECTS imiESS 
im EDUCATION PROVUDlDs POST-TEST ONLi 



Elscorieal Features 



Thmn 



Less THsa 3 KoaChs 
4 to 6 HonChs 
7 to' 12 Months 
1 to 2 Years 
Hotm Than 2 Years 



All 
Patleats 
(N-lOO) 

% 



8 
4 
2 

15 

71 



T Group 
(N-50) 
% 



0 

2 
2 
20 
76 



SA Gnaup 
[N'SO] 
I 



i 

2 

10 
66 



ffiALTH CASE PROVIDER 

Physician 
Nurse Clinician 



30 
70 



4 

96 



56 
44 



HAS HAD PRIOR INSTRUCrigN 
Yes 

no " 



71 

29 



90 



52 



TIKE OF PRIOR INSTRUCTION 

Less Than 3 Months 
4 to 6 Months 
7 to 12 Months . 
1 to 2 Years 
More Than 2 YBars 



CN-71) 
% 



49.2 
16.4 
2 

7.9 

24.5 



CK-4S) 
% 



60 
28.9 
0 

4.4 
6.7 



I 



31.4 
3.9 
3.9 

11.5 

42.3 



IHSTRUCTXOy PROVIDCT St 

Physician 
Klirse Clinician 



53 
47 



62 

38 



35 
65 
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^ ' (2) Table 4, p. 21 * Demographic and Socioeconomic Characterise 
ties of Hypertensive Patients in Relation to Method of Instruction! Post- 
Test Onlys and Table 5, p. 23, Historical Features of Hypertensive Patienti 
Illness and Education Provided i Post^Tesc Onlyj revealed that for the moet 
part Che population category percentages paralleled the main group* 

(3) Findings, Table 6, below, pGrcentage of Patients That 
Aehleved the Criterion Level by Type of Instruction for the Initial En- 
counter i Post-Test Only Group. The post-test only sample had the follow- 
iag success in reaching criterion levels T group, zbto percent, SA group, 
68 percent. While both are lower than the *'pre-and post-test" sample 
(T - eight percent, SA 81 percent), the overwhelming preponderance of 
success of the SA instruction in both samples validates that the signifi- 
cant factor is the difference in Instruction, not the "pre-test* 



TABLE 6 



PERCENTAGE OF PATIENTS THAT ACHIEVED 
CRITERION LEVEL BY TYPE OF INSTRUCTION FOR 
THE INITIAL ENCOUNTER i POST-TEST ONLY GROUP 



GROTPS 




30-49% 50-69% 70-79% ^ 80--100% 



CCMPOSITE SCORES 

FOST'TEST % 

T Group CN^SO) 
SA G/Loup {M^50] 



16 76 8 ^ 

0 10 22 



6i 



d. Clinic Patient Population for the Initial Encounter and Six 
Hon t h ^s s e s sm ej^ J > _ = : . 

(1) Findings, See Table 7, p. 21, and Table ^ p. 27. The 
Qharacteristlcs of the 250 patients who completed the^^K^ month assess- 
ment was essentially the same as the original totfft^sample of 402, Both 
the SA and the T groups were comparable to the original large group in 
both demographic and disease history characteristics. 
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TABLE -7 



DEMOGKAPmC AM) SOCIOECONObflC CHAEACTERISTICS OF HYPERTmSIVE PATIENTS 
" . ■ . ■ IN REUTION TO METHOlT OF INSTmjCTION 

MR THE INITIAL a'COimTER AND SIX MONTH ASSESSIffiNT 



DettOfrapt^c and Socioeconomic 



Variables 



All 

fatlents 
(N-250) 
% 



T Group 
CN-124) 
I ' 



SA Gftoup 
I 



RANK OF MILITARY 
Active Enlisted 

1-1 thro E-6 
1-7 thm E-9 



0 

1 



Active Officer 

^fflpany Grade 
Field Grade 

Retired Enlisted 



2 



0 
0 



0 

t 



E-l thru E-6 
1-7 thru E-9 



3 



2 
I 



CoDpany Grade 
Field Grade 

RMK OF SPONSORS 
OF DEPENPENTS 
Active Enlisted 

E-l thru E-6 
E-7 thru E-9 



37,5 



4 

K 24 



0 
2 



3 
14 



0 
I 



Active Officer 

Company Grade 
Field Grade 



3 
0 



4 
9 



Retired Enlisted 

E-l thru E-6 
E-7 thru E-9 



6 

14 



2 
15 



Retired Officer 

/ 

i Coffipany Grade 
"Field Grade 



60.5 



6 

30 



«4 

^ 25 



25 4 1> 



TABLE 7 cootimued 



Demographic and SoclQecoaoalc 
Varlablea 



Kale 



All 
Patleacs 
(N-250) 
% 



39,5 

60.5 



CN-124r 



39 
61 



SA Ghowp 
{N'lU) 
t 



40 
60 



AGE 

l€88 than 30 

30-39 

40-49 

50-59 

60-69 

70 and elder 

KMgTM. STATUS 

Married 
mdomd 
Single 
Engaged 

8 



Elm^tary Cgrades 1-6) 
Jtmlor High (grades 7-8) 
High School (grades 9-12) 
1**3 Tears College 
Bacemlaureate 
Kas^sr^g Degree 
poctar*s Degree 

OCCUFATIQN 

UBemployed or Retired 
Bousewlfe 

Wmlnlatratlve (office work) 
Teahnical Specialist (mechanical) 
Prof esslsmal (nonmedical) 
Combat Related (Itoe groups) 
Student (full time) 
Blue Collar Work (custodial) 
itedlcal Professional (HN,tm,DDS) 
Other 



1,5 
4.5 

21*5 

48 

20-5 
4 



91 
5.5 
1 
0 

1,5 



2 

2.5 
34.5 
30 
20,5 

9 

1.5 



12.5 

43 

18.5 

5.5 
10.5 
,5 
1.5 
2.5 
2 

3.5 



0 

A 

l*- 
50 
29 
4 



91 
5 
1 

0 




3 
i 
30 
46 
12 
4 



91 
6 
1 
0 



t 
t 
34 
30 
23 
9 
0 



I 
47 
21 
f 
6 
I 
t 

i 
f 

3 



nSSORICAL ra^TOES OF ffifERTa?SIVl PATIEOTS ILlJJESS 

Aim mmiSlov provided 

ton THE INITIAL pCOUNTlR AND SIX MONTH ASSESSIffiNT. 



^storical Features ^ 



TWE smm DIAGKOSIS 

Less Ttiaa 3 Konths 

4 CO 6 ^tenths 
/fctfo 12 Mjinths 

it Jo 2 T^rs 
• Koim Thaa 2 Years 

jEALTH CASS. PROVIDER 

Phjslclaa 
^rse Cllnlclaa 

HAS HAD PRIOR IKSTRUCTTON 
Ko 



Ml 
Patients 
(N-250) 



12.5 

5.5 
17.5 
59 



43.5 
56.5 



69 



T Group 
(H-124) 
% ' 



.3 
2 
5 
21 
69 



23 
77 



86 
in 



t 



9 
6 

49 



64 

36 



4i 



TPffi OP PRIOR IKSTBnCTION 

less Th» 3 Morithf 
4 to 6 Menths 
7 Be 12 Months 
1 to 2 Teari' 
Kere Than 2 Years 

m^TRtlCTIGN PR ODDED af ' u 

■ .'' ■>.■■* ' . , 

f hyslclaa ; , , ■ 

Nurse Clinician ; 



CN-173) 
Z 



22.5 
11,5 
4.5 
19.5 
42 



52 
48 



% 



5 
13 

2 
16 

50 



63 
37 



t 



39 
i 

6 

20 
27 



41 
59 
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(2) DlscusslOTL, No relationships for noncOTpliant behavior 
eould be drawn en the basis of sex, age, educattonal background, or that 
the patients with the most complex regimens were the least likely to 
comply. The literature does Indicate that at least 25 percent of thC^ 
patients never comply no matter what tactics are used^^^^i^ * 

Patient Comprehension and Retention For The Initial Encounter 
and i Ik Mgn^h ^ s e s teen t . 

(1) Findings. See Table 9, p* 29 and AppendlK A. 

(a) The demographic and disease history of the groups 
that took the six month assessment were essentially^^e^ same as the 
total SA 4 T groups from which they came. Statistical "comparison of the 
Initial composite examination results (pre-test) showed the SA & T groups 
to be a common population in this regard. 

<b) The "post-test" results were of the same magnitude 
of difference as in the total sample with the SA group having 87 percent 
reaching the 80 percent criterion level while only 10 percent of the T 
group did, 

(c) Retention as measured by six month retesting was 
rather poor in both groups If the 80 percent criterion level-is compared 



^^Sackatt, D, L** et al* "Randomised Clinical Trial of Strategies for 
toproying Medication Compliance in Primary Hypertension,'- The Lancet s 
31 1975, 1205-1207. 

25xagliacozgo, D. and Ina, K* , "Knowledge of Illness as a Predictor 
of Patient Behavior," jQurnal of Chronic Disease , (Pergamon Press, 
Prtoted in Great Britain)", 1970, 22 :765-775\ 

^%lllim, R, F* and Barsky, A., "Diagnoses and Managemerit of Patient 
Koncomplian^e," Journal of American Medical Association , June 17 ^ 1974, 
228il563-1567. 

^^"Noncompliant Patients are Seen as 'Forceful, Opinionated' Persons," 

US Medicine , March 15, 1977, 13^2, 9, 
— ^ 

28Tagliaco2ZO, D. M, , et al, '-Nurse Intervention and Patient Behavlori 
An Experimental Study," ^erican Journal of Public Health, 1974, 64 i 
596^603. 
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TABLE 9 

vmmmmn of paiieots that achievid xm criterion Lwim 

BT TTPE OF INSTEUCTION .FOR THE — 
• INin^ EN'mUNTER A!© SIX MONra ASSESStffiNT 



eoaPOSITE SCORES 

rra-TaaCi T Group 

H-124 % 
^ SA. Gnjoap 

H^n6 I 
Fost-TsstI T Group 

SA Gnoup 
6 Ho Rat: T Group 

SA GHQup 

CE^ERAL ^FORMATION 

Pre-Tast: T Group 

SA Qnjowp 
Fost-Test* T Group 

SA Gnawp 
fi Kd Rati T Group 

tm smwn dbt 

Pre-Tast: T Group 
SA GHoap 

Post'Test: T Group 
SA Gnoup 

&Ko Rett T Group 
SA GHDUp 

impic^iONS 

tra*T«ti T Group 
SA GhjDWp 

Fost-Tasti T Group 
SA GKOap 

6 Mo Rat: T Group 
SA Gfioap 





0-29% 



30-49% 



50-69% 



70-79% 



0 

1 



1 

0 
2 



15' 
4 



0 
0 

0 



I 

0 

I 



19 

2 
7 



14 



.5 



69 

56 
69 



5 
T 



14 
8 
8 



15 
I 



44 
35 
44 



64 

3.5 
40 

40 

n y 



11 

32 
18 



71 
9 
42 



23 
23 
35 



24 
25 





52 




33 




0 




0 - 




T5 


41 




U 




2 




0 




10 




39 




31 




16 




0 




5 




5 




13 




77 




35 




51 




8 




0 




.5 




T9.5 . 




^0 




17 




3 




• 

11 




18 




33 




38 




.5 


i.5 




7 




32 




59 




5 




19 




24 




52 




I 




0 




0 




5 




94 


5 




19 




32 




* 44 




0 




1 




14 




IS 




67 



80-100% 



10 
5 



18 
34 

11 

/' 
/ 



3 
17 
72 



16 
60 



/ 
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to the post-teat results* However , we should be more Imterested in the 
difference in retention in the two grbups from their level of knowledge^ 
prior to instruetion. To''^k^ this comparison the criterion level can-- 
ttot be the divider of succesi and failure because of the smal^ nu^ara , 
lAVolved aAd because t© do so would cause loss of other vdli4 OomparaAve 
data. When comparison la made of the spectrim of test results at thf^ix 
aonth Interval compared to pre-test results, 4t is seen that both the 
T 4 SA group showed sigriif leant increase in iMwledge as measured by the 
.teftiV if: the same comparison is made between the SA & T groups six month 
■Msults*:. the SA group has aigniflcantly , greater retention than the, T 
group jg <.001). 

(i| The null hypothesis, that there would be no difference 
to retention between the SA & T groups fls rejected. The SA taught gtoup 
had better retention. - . 

' ' \ ■ _ ) 

(2) Discussion* This phenomenon raises some interesting 
questions about educational design, methodology, and patient Interaction. 

(a) Educational Design * ' 

^ In the area of educational design, it could be an 
indication that the instructional strategy should be designed in a more 
rigid operant conditioning theoretical framework , with more reinforcement 

for the following instructional strategies, ForV example,, a progrOTned 
Instruction format initially followed by an ideatidnal or concept 
scaffolding format for reinforcement. 

2^ Germane is the traditional reinforcement theory, 
lAich predicts that the most rapid learning occurs If every correct re- 
sponse is reinforced. It also predicts that learning Is slower under 
fixed-ratio reinforcment; that is, if every other, third, oj^very tenth 
response, for example, is reinforced. The corollary predict'ft^ is that ^ 
learning is slowest under variable-ratio reinforcement; that l^t^p there 
rlfi no regularity with which correct responses are reinforced. » 



^^Gagne, R. M. , The Conditions of Learning (New York, Holt, Rinehart, 
and Winston, Inc., 1970), 273-276. ^ 

30Bigge, M. L., Learning Theories for Taac^^s (New YorJ^^^ Harper and 
Row, 1964), 134. 

3^Hllgard, E. R. and Bower, G, H. , Theories ^f Learning , Third Edition, 
(New York, Appleton^Century-^Crof ts , 1966), 156-180| 



' ' / 3. ,raa fdilowlng propositions ar^ related to the. 
leaded material, 

* . = * - 

a f ea^le tend to retain more^ of what they 

learn when the material is more organized ^ meaningful, And related; 

\ The retention rate goes up rapidly as 
laatarlal Is "overlearned," That is * learning the same material several 
tlmei, even though it may appear wasteful at that time, produced more' 
lasting learning in most circumstances. , ^ , , 

4 Traditional reinforcCTent theory predicts tHat^^' 
©nee learning has taken place and reinforcement ceases, the laarning is 
ttatatataed longest by Individuals learning under a variable-ratio 
schedule of reinforcement. Learning is maintained only briefly by 
individuals leatWlng under continuous reinforcement p^|nd for an inter- 
ttedlate length of time under a fixed-ratio schedule. ^ 

_5 On»the other hand, recent research on human 
learning has focused 5n how people think rather than how they respond ; 
to stimuli. This research ^as generate^ a body of theory that explains 
how people take lii information and fiow they organise information lA. 
ffiCTOry, These activities of assimilating' knd arranging information are 
:^own collectivelv as informatiih orocessine, ; j' 

6 By arid large, Researchers agree thAt human per- 
ception and Ijuman memory Impose Rigorous organization on what is learned 
and on how it is learned. Concepts are not stored randomly, but rather 
are related to other similar concepts in clusters, which in turn are 
related to other similar concepts in clusters. The whole forms a 
logical and often measurable structure* In addition, It is generally 
agreed that cognitive structures are changed when dew concepts are ^ 
learned, and also that they In turn act upon those new concepts to make 
them more congruent with existing structures. What we learn changes 
^at we toow and what we know changes what we learn. 

7^ This research suggests a few general principles 
that are Important for instructional designers. The following proposi- 
tions give an Indication of hov* 

.... 



^-Ausub^li^ D. P., "A Subsimption Theory of Meaningful Learning andi 
RetentfOttW-' Journal of General Psychology , 1962, 66 1 213-224. 

3^1nn, W. , "How People Process Information," Audiovisual Instruction , 
November, 1976, 57-58. 
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u 4 n^">t)e use of '' Wvan<se. organizers'' 
a Research into ^^^"^^ J ^^i^ advance how the 
has shown that students l«.n hatter If they are.to . 
• content to be learnmd.is organized. . , S 

t There is a.ple -idence^that verhal infor^a-^^^ 

' Structured spatially. ^ V 

■ . ..ere ^^e.c.^t^^ '11^0%"^" 

■ «ratesles produce ^i* £«-^ !rLn=irts"""W« a given conceptual 
different methods -"^"^ f ^^^"^/^ Hfect the way in which these s«ne 
, trStfi^rrerarefio'cthS^ne- structures heyond the:do:.ain In 

' question. * 

(b) W.Hueational Matihodolosy • 

4 ^.^vnlvinz educational methodology 

1 The questions ^^l^^^^ retention scores, 
are-, in view of the marked shown in ^^^/^^^^^^^.^.g, in order to. 
Sen should P«i-",f ,^:^^::r kS:;cer4ould that have a direct , 
sustain retention? It tMy weie 

. -Sfect on their behavioral outcomes? 

2 ""'^hrresults of this 
' ^ ^ TtHir-h to compapre the resuxtb.wj^ 

evidence in the literature with whxch 

itudy,".36 - ; , 

' *.4A« Retention of taiowledge Is. 

: . , ■■ (=) P£tlS!!Ur£2|^:,/"'";ov soon a^ 
*» related to how much one used ''^^^•^^^ months after 

■ -l:^'lra^ntrh^oi^h:t^o:r^^^^^^^^^^ 



35Mams. S. A.. HasnMemorz Wew yor.. McCraw Hill, 1967). 

PavcholQgy . I960, 51-.267^272. 
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of sodium la s teaspoon of salt. In other words, it is a, loss of fine = 
■nory, h^t beteviioral modification has already taken place « * 

ratlent gasellne and Behavioral. Outcomes for the Initial En- 
geunter and Six Month Afesessnient . 

(1) Findings. 

^ \ : (a) For behavior to be practiced as it should,, a, founda-- 

tibn of comprehensive, properly arranged cognitive knowledge is needed. 
The f olloving ptesents the patients* baseline behavior prior to the 
sducatlonal intervention and sIk months after. 

(b) Table 10, p, 34, gives a Comparison of Baseline and 
Behavioral Outcomes Before Instruction and Six Month Assessment. In 
mast of the behavioral outcomes, there was a positive gain in the desired 
direction for both groups. 

(c) Blood ?Pressure^ , 

/ ^ 1 In order to detect any effect of the educational 

interven^tion on blood" pressure levels, systolic and diastbllG readings ^ 
were recorded when patients reported for instruction and at six month 
assessment appointments. The pressures of 140 ma Hg systolic and 90 mm 

2 Both groups showed a larger percentage of the 
population with an acceptable blood pressure reading after six months 
(see Table 10). There is no difference between SA & T group results. 

. (d) Weight. 

1 For each patient weight was recorded MU^easured 
In pounds on the day^^of entering one of the two groups, and agatn six 
months later- 

- .2' The mean weight of both groups was the s^e at 

the beginning and at the end of the study. 



^^Ausubel, D, P. and Blake, E., "jProVctive Inhibition in the Forgetting 
of Meaningful School Material," jQurnal of Educational Research , 1958, 
52 11*5-^149.,^ , ^ 

^%ostman, L. , "Short-^Term Memory and Incidental Learning in A, W, Melton 
^(Ed)," Categories of Human Learning (New York, Academic Press, 1964) * 75-100, 

33 ' ^. _ 
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TABU 10 



OOffAlISOH OF BASILIKI AKD BEFAVlORAL OOTCOMES 
RfOll niSTBUCTMH AND SIX WOlira ASSESSMaX 



BL09D y^SDM 

£ 140 
UO 

Maseelle 
5. 90 
> 90 



IffOM roSTBDCTION Sflf MOOTH ASSESSCENT 



65 
35 



73 
27 



JA GROUP 
N'126 
t 



T GROUF 
H-124 
Z 



5d 

50 



2 J 



74 
26 



88 
12 



SA GROUP 
I 



66 



83 
17 



1 AA 



f4i 



1 A« 



Ftequemey of. Weight Galii/Welght Loss 

LOSS-% 
11+ 6-10 1-5 



LBS. 



T Group (N-124) 



3 
4 



10 



23 
29 



Baaga of Weight Gain and Weight Loss 



US. 



LOSS 



GAIN 



T Group (H-124) -22 
SA GnaiLp' {N'JZ6) -27 



+20 





GAIN- 






0 


1-5 


6-10 


11+ 


9 


34 


15 


— r- 

6 


n 


34 


11 


3 



V 



34 



'e^iAXSo^ OF lAsiii^ ^id;bihavior^ outcoots 

MPC»£ iNSmU^OK AND jic MONTH. AiafeSSMSNT 



♦ ^ 



T yTOOTf ^ SA GROUP. , ^ t %HDOT SA GROiP 

K-124 ' N^nff ^124 ^'^l^^ 

t * f % * ' 

- — 



mo. ciiftBCTTCs m pat ^ 

"l-lO 6^ 
11-20 • 13 

^21-40 8-5 

41+ . V .5 



- — t - 








n * 


1Q 


TO' V 


6.1 


11 


n 


11 J 


U 


9 ' 


11 ^ 


2 


* 0 . 


\3 


1 



PECREASE TO TCNSIOy 
TfPE OF PHTSICAL 



I 



48 
52 



6(1—1 

■S4) 



50 

50 



53 
47 



0 

SedenCar^ 

Light 

Hodsrate 

Vigorous 

Stcenous 

raiQUlNCf OF PHYSICAL 



Daily 

^^ce Wee 
Weekly 



54 

I 13 ; 

• 22 I 



45 



i 



11 ' 



I* 

i 
I 

I , 
I 
I 



60 

33 



0 

to 
n 

25 

a 



10 



23 

7 ; 

42.1 

27 ; 

1 I 

I 
• 
I 
I 

79 i 
• 'I ■ 



r 

I 
I 

1 
I 
1 
I 
I 
I 
I 
I 

i 
I 
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'OOMPASISOM OF BASELZIIE AMD BEHAVIORAL OUTCO^^ 
VBM IHSTRUCTIOK AilD SIX HONTH ASSESSMSIT 



%nam tTOTRucTipH six month Assisf iffisr 



OTZCOIffiS 



T ^00? 
N-124 



SA GROUP 





■1 




1 


O^LI^ mm TAB A^^ 
iNCIUARt TESTS 








tea 

Ho 


96 
4 




. f?.5 
.1 


iAI^S tfflDlCATION 








No 


r "sv 

L.J- 


t 

J 1 


4 


H/A 

Do&'t Know 


2 
0 


t 
1 
1 
1 


10 
0 


maSB DIOGS AND ACTIONS 


f 


t 
• 

1 




No 




^ 1 r 1 

:r-' so f 


ASffiMS TO LOW SODIDH 






No 

N/A J 


/l8 
18 




£4 

2S 

n 



T GRDt^ 
' N-124 
% 



SA GROUP 
t 



97 
3 



94 



-1 

5.5 • 

I 
i 
I 

I 

1 — — • I 
J "* '-J 



86 
10 
.4 



ff.5 

.1 



2 
0 



9l 
7 
0 



71 



mmESL OF OTPS OF 
COFFEE PER DAY 

d 
I 

2 

3 
4 

5-9 
10-19 
20+ 



15 


25 


2^ 


4Z 


16 


17 


15 


tl 


18 


16 


23 


IS 


23 


75 


15 


11 


17 


10 


12 


6 


9 


11 


*6 


t 


2 


6 


0 


1 


0 


0 


0 


1 
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3^ Whtt cettsldered Individually, however, there was 
BOeh wlation Iji body weight to the six. month period. If the original 
m^ht + five potuids ia conaidered as no change, than 82 (66 percent) of 
t1l« T iroup and 93 (74 percent) of the SA group remained the ame. 
Sateen Indivldtlkla of T* group and 14 of the SA Group losf weight while 
26 of the T and 19 of the gained. 

4 Ho matter how it la measured this is not a great 
miecess. Neither group did well. This lack of success Is .more telling 
by the fact that 92 percent of the group were considered overweight. A 
perusual of the seientlflc literature indicates, from a cross section of 
Mthodologles, tliat other progr^s haven't been successful in long last- 
jtig wight reduction results. ^ • 

^e) Addltlonaj. Baseline Measures . 



*OAiexander, if. M. and Stare, J. P., "Overweight, Obesity, and Weight 
Control." California Medicine , 1967, 106:437. 




^^Hananar, S. L. , Campbell, M. M. , an/ Campbell, V. A., "to Intercla^ 
pllnary Study of Adolescent Obesity," Journal of Pediatrics, 80:373, 

♦^Mayer* J., Overweight (Inglewood Cliffs, NJ, Prentice-Hall, 'Inc. , 1961 
,28-30. <f 

*3jolllffe, N., Reduce and Stay Reduced on the Prudent Diet (New York, 
Simon and Schuster, 'Inc. ,■ 1963). 

**fletcher, A. P; , "Effect, of Weight Reduction Upon ilood Pressure of 
Obese Hypertensive Women," Quarterly .Journal of Meaiclne. 1954, 23:331. 

*Wtzer, C. C. and Mayer, J., "A Simple Criterion of Obesity," Post- 
eraduate Medicine , 1965, 38:101. , . 

**Stimkard, A. and Bert V., "Obesity and the Body Image,'' American 
Journal of Psychiatry, 1967, 123:1433. 

. *7cj^ddock, D., Obesity and Its Management CEdlnburg, E. and S. 
Livingston, Ltd., 1969). \^ 
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a The measuremsiits of Imowii drugs aod thair 
acelms and the bahavleral findings of eomplias with labo«tory tastSp 
takfs^nadleation, adharas to low sodlra diat, numbar of eups of oof feet 
m^m^ of eigarattas par day^ additional tanaionp and typa of fraquancy . 
of phyaloal activity war a, aecordlng to tha patiants rapottp all vary 
high in posltiva eompllamea at tha outsat of tha study ^ ^ 

b In tm of tha eatagorlast eompliaa with lalfera-^ 
tory ttsts and takas madicatlon, tha patiants in both groupa initial 
raport was so naar total complianea that thara was no possibility of 
naMurabla Improv^^^t^ ^ - 

e Tha nrabar of patients who raportad thMselvas 
as non-mokars at tha onset of the study was high, TO^ercant tha SA 
^#coup.andJl parcent of tha T group* Although more af th^ imoketa tfa- 
portad thay ware smoking less than r^orted an increase, there was no 
drttatlcsclvinga and no differance betwaan the two groups. 

fc - d In tha categorias decrease in tension and in 

both laval and. fraquency of physical exercise there was a aignif leant la* 
provffliant in behavior both groups. There was no differanca in outcqma 
ha^faan the SK k T grpups, 

^ ^ a The measure of knowledge of drugs and their 

actions as well as the behavioral ©utcoffies of adherence to a low sodium 
. diet and the mount of coffee drunk, all showed that both the T and SA 
groups had highly significant improvement. ^When compared between groups 
by chi^square testing there was no apparent difference between the two 
groups. However, by doing comparison of match proportions it was 
shown that the SA group did report a significantly better improvement 
than the T group* 

f^ See Appendix p. 113, for tables of baselina 
and si% month reports on the behavioral measures. 

2^ Discussion, 

a To date most medical experts agree that the 
iaechanlpmi of hyper tansibn are still a mystery. However, most agree, 
that living pattarna and genetic predlipoeitlon can detemlne whether 
a person will have hypertension. If fact, most medical experti agree 



^^Flelss, J. L., Statistical Methods for Rates and Proportions (New 
York, John Wiley & S«kis,"1973) , 72-80. 
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Z 2 T*»^g Of RAW SCORES, f RIOR TO CONVERSION J KKOW.^ffli OF DIBGS 

T Group 




Initial^ 




No ' 






57 


8 


65 


Mo 


" 36 


13 


49 
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Zl 


114 



t X 2 OP RAH SCOBli PRIOR TO CpNTOAS" 



.^mR/KCE TO A LOW SODIUM DIET 
T Group 







Yes 


No 
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78 
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81 
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32 






105 
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113 



No 





'Tea 


No 










79 




13 .': 




22 






10 


101 











r^ure 2 



that sp#alf 10 Aspeclis of behavior do relate to hypertaasiont salt Intake, 
obesity^ stress* and sedantary life style* * 

b Bpth groups showed significant levels of Im- 
provaaatit In their knowTedie of drugs and in the change of behavior that 
they reported. With the total sample having a good result the SA group 



"^^ostfeld, A. M.,and Frllte, E., "Llfe/style Influences Hyper tens Ion, 
d.S. Medicine , 1 Itoy 1977,^^:1. ! 

SOLeonard, J. N., Hofer, J. L. , and Prltifein, W. > Live Longer Now (New 
York, Grosset £■ DunWp, 1974), 64-72, 
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M m 9wm t€£t€if result than the T group in l^owltaie jrf It^i^^^ 
mm «dhtff«a€« t© a low s©dlA diet and rtducing thm m0ynt;of ^^Sffje^^ 

e in the orie ohjeetive measurM^^ df 
^M^a war the als monthai weight loss, there was no l^pywiMWa^j to 

' The study protocol only had a (tt jfti&nth 
up asaaament* This may have been a premature meaaur^€^C« 
the luaauments eould have been taken over a longer pe^^d .MS jt^i^t 
to five year s> ultiaately the eomblnation of gueasss variabiles rpdl^^ 
out above would have had an effect on lowering the patiii^t^' A^tght^^ 
further, it could have been docimented aa to what c€«abinitiq3^^^t^ 
yield the most optJsim outcoBes* For sample t if a pifclMfe 
coi^rehension initially and frequent reinforcement to m4^^ 
war the long haul (one-f^e-tan year^t would they hwfe ;eva6 
behavioral gains in the crucial areai of decreasing si^lt i^^ 
-Mr#ss»^ -Mdr^-aadentary life styla? * - - - - - -- -^^ i.:-,:X-u^-:*J^:^ !'';J ^ 



Patient Suppl«aental Vartablei for the Slk Itontti A'iSiJ^ ? 

In addition to the measurea of «tentioti/wd^h^Hfli^i?^ 
pllance the subjects were given an InternaLf-Extern^L'Cp^ 
(Botter, 1966), to measOTe their J^ocua ^ control ra^^^he fif la® 
fors A» heading Test r 50 measure^Helr r^adii^ Icv^l* ^ ^ ;: ' - ! 

(1) Rottes^s InteAal and ExtSTOar Scai|^P . ; . ' 

. (a) Findings . I ^pble 11, p- 41 , RssuXtir of tl^e Rotted \^ 
Internal and External Scale (tows 'of ^CpnWol) for ^^^^^^^ Mbiith Aeses^ 

menty indicates ^hat there wire more internally ; cotitrbl^ individuals^ 
in the SA group than the T group*, although both grbupS' scored high on 
interrialiy controlled, 61 percent for" the T graupv and 74 parcent for 
the SA group that were tested * ^ 

^ # (b) Piacuesjon i . 

1 After almost a decade dl research involving the 
locus-ofTControl coneti;uct/ the validity and usefolh^si ©f the dis- 
tinction made by Rotter (raefi) between an internat;^^ 

person is widely accepted; Those who believe tha ^ they are In control 
©f their lives and^^o provide their own relnfor^iment have been called, 
"internals;" on the^bher end of the dontint^ are the '^eKternals," be- 
lievers in the Influence of eventg and factors dutslde of their control. 

2 Itany things are presently taom about how 
learning^ teachings gv aspects of Instructidnal materials* are affected 
by locus of control. 'The problem, Is that both learning and locus of 
control can be measured with considerably mace accuracy than "teaching." 
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. lSEZB!t*S INTEmL AHS BCfEBHAL SCALE 
€bd£ffS Of COHTROL)'FOR tHE SSC MOilTB ASSESfMQIt 

. - % :\ ' ' . ■ . ' 

A K-121 -H'lZl 

■ % • • 



^1 - ; 74 
39 « 



l£ 12 



FOR Tm Sn MONTH ASSESStCTT 







SA GROUP 




^81 
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t 








8eh GRADE mi} Bao# 


14 : 


24 


9th - I6th GR^E 


86 


76 
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Itaay differing kinds of teachlng^ltuatlona have been identified, but 
ccsnBion measurable elements of these have not yet been discovered (Clark,. 
1975).*^ Uilng the tastrument developed by Rotter (1966), B*ny researchers 
have reported that as students perceive themselves as .being more "in 
contrQl" (Intemals) of their own reinforcement, they will perform bbtter 
uLth materials and courses that anphasize a student's freedom to work at 
hlfl/har pace. 52, S3 This Bugfesta, that internally controlled patients - 
woiad be much more receptive to the SA approach than ^temally controlled 
patlrats, 

\ 2 Generally, internals achieve higher levels than 

^temalk. In courses where a contract la required, i^^rnals will con- 
tract for, and ultimately receive, higherirades . Perhaps this 1§ one 
insight as to ^?hy the SAT group had higher comprehension and retention 
4^els than the- T study group. _^ , 

■ 4 ' Internals exhibit/TOEe persistence and t^^^^^ 

to seeking acbievement g^als- (e.g., Goiali, Cleary, Walster, ,and Gozali, 
1973), 55* 56, 57 This could explain why both study groups had such high 
hehavloral baselines. 

/, ' 5^ Almost all studies suggest a relationship to 

achlevMient with a task's format, design or structure (e.g. ,^ Allen, Gait, 
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Siciark, R. 1., "Constructing a Taxonomy of Media Attributes for Research 
furposes," AV Communications Review , 1975, 23: 197-215. 

52Rotter. J. B. , "Generalized Expectanciel for Internal Versus External 
Control of Reinforcement." PBvchologlc al Monographs . 1966 . 80: (1, whole 
Ho. 609) . , - 

53Allen, G. L., Glat. and Cherney, R. , "Locus of Cohtrol, Test Anxiety 

and Studerit Performance in a Personalized Instructlonjlgpurse, Journal of ^ 

Educational Psyclologz , 104,'66j968, 973. ' ^ 



S^rels H. L.. "mmenslons of Internal Versus External Control," 
Journal* of 'Consulting and Clinical Psychology , 1970, 34 i 226-228. 

SSwolfe, R. N., "Perceived Locus of Control and Prediction of Own Academic 
Performance." Journal of Consulting an d Clinical Psychology, 1972, 38i80-83. 

" '''' ' V . . 

^ffiGozall, H., Cleary. A., Walster, G. W. , and Gozali, J^ "Relationship _ 
ietween the Internal-External Control Construct and Achievement, Jou^a-^ 
of Educational Psycholosy . 1973, 63:9-14. - ^ 

57Eisenmann. R. and Piatt. J.. "Birth Order and Sex Differences in Academic 
Achievement and Internal-External Control," Journal of General Psychology. 



1968, 7ki279-285. 
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tad Cheney, 1174) .W*A9p60t6l Again, this aspect could bi one coatribut- 
Jag factor for tjie high aehievTOejit and behavlotal scores for the SA group 
ifli« thft Instruetlonal •wategy was d 

S The question of LOC's relationship to achievement 
msy be foimd In the task structure of the Instructional strateiy. This - 
Aseet needs further examtoatlon. LOG might be a useful tool to detect 
peraonallty types of patients (internal - external), to Identify educa- 
tional methodologies, or blends, to adoinlste^ for optlniOT outcomes, 
^speelally in degenerative Illnesses- where patient control Ifc necessary % 
(atrength to chMge lifestyle) , a's in diabetes, hypertension, and 
atherosclero^tfT* 

(2) Nelson-Denny Readirt^ Scale. 

. ** (a) rindlngs .' See Table 12, p. 41, Nelson-Denny Reading 
Seate for the Six Month Assessment." The results indicate an. above 9th 
grade reading level for 86 percent of the population tested of the T • 
group and 76 percent of the populaMon tested of the SA group, forty- 
three members of the T group and IsSt the SA group refused to take the 
20 minute reading test. ( 



5^efcourt, H. M., Lewis, L., and Silvernan, I. W. , "Internal vs. to- . 
temal Rf Inforcement and Attention. to a Decision-Making Test, Journal 
of Persohality , 1968, 36i663-682. 

59Nord, W. R., Connally, F., and Dalgnault, G., "Locus of Control and 
Aptitude Test Scores as Predictors of Academic Achievement, Journal of 
Educational Psyehology , 1974, 66!956i-96l. 

fiOjohnson, W. G. and Croft, R. G. F.. "Locuff''of Control and Participa- 
tion in a Personalized System of Instruction Course." Journal of 
Educational Psycho loRy , 1975, 67:416-421. ' 

Slphares, E. G. , "Differential Utilization of Information. as a Function 
of Internal-External Control." JouTiial of Personality . 19'68, 36S649-662. 

"Lowery, B. J. and Ducette., J. P., "DlBease-Relatel Learning and Disease 
Control in Diabetes as a Function of Locus of Control," Nurslnff Research, 

63Nelson, M. J. and Denny, E. C, The Nelson-Denny Readi ng Rest Examiner' 
Manual (Boston, Houghton-Mifflin Company, 1974), p. 26. ^ 



■ad Chetniy, 1974) .SB, 59, 60. 61 Again, this a*pect could be one copMibuW 
tog factor for the high achleveaent and bshavloral scorfi for th| SA group, 
way the toBtructional- stratagy ^as designed 

6 The question of tOC's relatlonshl^J to achiv?«ent 
say be fotmd to the task strtieture of the toBtructlonal strategy. This 
aipeet saedg further examtoatlon. LOG might be a useful tool to detect . 
perionallty types of patients (Internal - external) , .to Identify educa- 
tional ^thodologies, ot-vblends. to adnlnliter for pptlniffl outcomes. 
Especially to degenerative Illnesses whete patient control is necessary 
(strength to change lifestyle), as in diabetes, hypertension, and 
atherosclerosis.^ . >.• , 

(2) Nelson-DTOny Reading Scale. ' • * , 

(a) Findings . See Table 12, p. 41, Nelson-Denny Readtog 
SMle for ^ dix Month Assessment. ^3 The results Indicate ^ above »th 
grade reading level for 86 percent of the population tested ^O^the T 
group and 76 percent of the population tested of the SA/iirottpi Forty- 
three meiiberB of the T groip and 25 of the SA group' refSsed to take, the 
20 atoutii l^eadlnj test. ' ,, ' 



S^efcourt, H. M. , Lewis, L., and Silverman, 1. W. , "Internal va .-^^x, 
temal Reinforcement and Attenti'bn to a Decision-Making Test," Journal 
of Personality . 1968, 36 J 663-682. ^ 

SSSord, tt. R., Connally, t., and "Daignault, &. , "Locus. of Control and 
Aptitude Test Scores as Predictors of Academic Achievement, Journal 5f 
Educational Psychology . 1974, 66:956-961. ' 

60ji4nson, W. G. and Croft, R. G. F.„ "Locus of Control and Particlpa- 
tleta to a Personalized System of Instruction Course,", Journal of ■ 
EdSational Psychology , 1975, 67s416-'42l. ■ 

" " \ ' fc'- 1.- ^ • ; . 

fi^Phares, E. G. , "Differential Utllissation of Information as a Function 
of Internal-External Control," Journal of Personality , 1968, 36! 649-662. 

WLowfey, B. J. and Ducette, J. P.. "Disease^Related Learning and Disease 
Control to Diabetes as a Function of Locus of Control," Nursing Research, 

/ 

'63Nelson, M. J. and Denny, E. C, The Nelson-Dennv Reading Rest Examiner's 
Manual (Boston, Houghton-Mif f Ito Company, 1974), p. 26. 



1 The high reading, l^vals In and of tha^amlvae; did 

„. .t«.«i 4S:p"?s v.iid/u ^^'^j"^. ^» 

ier^K to eSucacionil attaJument, occupation, etc. 

.<bi;tt2" rc:^etaira?Kntr.un^^^ : 

„atvia„ax.: 'u can concXu.aa t^t t.e HorSUaate. 



*44d nottheW Rotter's «o« indicated an Iflternally cc 

.j^^z ^^tJsi^ rr:«nrsr. 

by m addltlonAl "teBt." . 

. 3' The question might be raised that if the average 

.«di.g level of .th-etiveW soldi., isn't as hi^ 

the SA apptoach iLl^.d to aldr.ss ke target ' 

InstrMtional strategy would simple be ^e.lg , ^r .twelfth gri 




inatrudtional strategy would simple be - --^ or .twelfth grade 

popuiliiofl, whether the population had a fifth, elghtn, o . , 

; teadin^ level; - 
, h. Patients' '0P^» ton Toward i-bft Systems Approach. 



(1) Findings., 

- ' (a) There were 202 patients in the total S A group; only 

180 of the 202 natients filled ou. t..W... ---^'^ 

(b) See Table 13. p. >5, ^"ients' Opinion Toward the 
systems Approach, ^e analysis of |«^^opinion 

fLlows. Viewing time; 91 |f "^^^^f ^^^/^l fascinating r questions 
38 percent felt it was ok, 61 ^^^^^^ ^^ally helped; pace, 
on topic, "23 percent ^j" ok' Percent ^ ^^^^ ^^^^^ 
84 percent responded ok, 13 ^ ^^^^^^ it was new; content 

uniqueness, 43 percent ^^^^^^^ ^'st valuable; non-professlonal 
value, 17 percent said ok, 83 P%°f %f ^^^^^^t felt it was excellent; 
paramedical health educator's ^^yle, .9^«^«^^." Instruct 
learning' center. 88 percent "^ponded mellent. P|^_^. neutral, 
tlon. 49 percent preferred fl^^^ f^edo^ to le^rn by audio- 
and 10.5 percent preferred a ^^^^^f "^^^^^ 32 percent said equal, . 
visual compared to professional ^^^1^^ J"^"^' ^^^^/^ttltude toward 

.;^,rin:i:^nr.re»ri«s t..^one.ou. 



^,ed fro» "Scales to Determine Student Attitude f^^^^'^ 
Lessons," by Volker, Si^onson, R. . and Simonson, M. , As appeare 
Audiovlsuallnstruction, November 1975, p. 51. 
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22 pwei^C vi«ff#4 two hours t 29 parasnt viewtd three hours, .10 percent 
^^#Md "four houffSt ftod £iv4 paresnt viewed more than five hours pM 

; ^ (2) Dlseussion, The pitlents appeared, to be axtrwely recep- 

tive*'/ Scores weye high Inr content . Interest * uit|quenssa and value, the 
jioit^pEefessl©nal||^ educator's style t^^the learnliig center 

cbmcepti ^audloVlii^jfrfWfeferenci iot inatroctlon, more freedom to learn 
and greater personal responiibillty for learning by addlovlsual compared 
to usual ittstructlon by professional health care worker^* The patients' 
attitudes . toward the audiovisua3|. modes were excellent. The most 
serendipitous Jlnding was the hlgi^ patient acceptance of the non- 
prof esdlonal^ health educator. # 

Comparison of a TradiftJlonal Sub-Group Having Had - Two Years' at 
* More 'of Ins tru^gtlon with a Systems Approach Sub-Group Having no Prior . 
. TniiliiiULiiliiii , - - -^^ ' -^ - <^ - ; . - 

^ - * 

(1) Introduction. ^ 

iJa) In Secti^ fi*, p* 33» Patient Baseline and Post 
^ tostruct Ion Behavioral Outcomei it #as podLnted out . that d sijc month 

assessment may have bean a prMature measurement . Thjk po§tulaflda wa^ , ; 
that If measuranients could have bee|l^|fcken ovier lon^r.lncr^ents of # # 

father than the IJjnlfed gains miasurid. « 
^ /' '^f. ; ^> 

(b) A comparisQn was done of a group of pjatlenta who had 
had traditional Instruction of at least two years previously, with ex- 
pected reinforcement since, to an ^qual ii^ed group of SA^a true ted 
patients who reported that they, had reQelved no previous inStrudtion. , , 
Thli shou]?d put all the advantages to the T group* * 

(c) ^ If both groups turtle' out to be equal in outcomes, 
or the SA group superior, then it could 'be Inf erred that the structural 
format of the SA approach does facilitate patient achiifevMent* 

(2) Clinic Patient Population for Sub-Group in Relation to 
Time o^ Instruction* ^ , . 

; ' I (a) . Findings . ' . .J 

^^ ' 1 The, breakdown of the 122 patients was as follows, 
^ (See table 14, p. ATT DemQgraphlc and SdcioeCOTbmIc Chardcteristljcr In 
Relatlon> to Time .of Instruction) , Both groups had stallar pppulatlohs 
with onSy 2*5 percent of the total population active duty, again. thfe . 
lowestt^Sa,t'egory{represented/ ^ As with the other groups the largest group 
reprBi^ted wa^A the dependent^ wives comprising *a little less than 60 
' perfect "f^aie!^ or a ratio of 2i3. The majority of the program partly* 
"panN4%lerfe ^O'years old and over, comprising over 9B percent of the ^ 
Ninety--plu^ percent were married* The educational level 
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TABLE 14 



B^WRAPHIC AMD SOCIOKOhWac CHARACTERISTICS 
W ELATION TO TItE OF INSTRUCTION 



Demographic and Socioeconoalc 



^1 

Patients 
CN-122) 
% 



Traditional 
(2 years or more) 
^-62) 
% 



[no p^o^ 4Ji6ptac^U£ 



BANK OF ^^:LITARY 
Active Enlisted 

E-l thru E-6 
1-7 thru E-"9 



0 
0 



Aetlve Officer 

Company Grade 
Field Grade 

Batlrad Enlistetf 

E-l thru E-6 
E-7 thru E-9 



2.5 



0 
0 



2 

5 



0 

3 



3 
S 



CoBipaiiy Grade 
Field Grade 



6 
26 



RMTK OF SPONSORS OF DEPamE^rrs 

Active Enlisted 

E-l thru E-6 
1-7 thru E-9 



0 
0 



0 
0 



Active Officer 

Company Grade- 
Field Grade 



3 

io 



Retired Enlisted 

E-l thru E-6 
1-7 thru E-9 



16 



0 
15 



Retired Officer 

Company Grade 
Field Grade 



59. 



6 

32 



4 



5 
27 



ERIC 



47 



4. » 



iQgrapfilc' aod Seclo^oneale 
Variables 



Female 



less than 30 
30-39, 
40-49 
50-59 „ 
€0-«9 

70 and older 



TABLE 14 cont&ued ,^ 

All ' Traditional'^' 
fatl«ica ' (2^yeat» or more) 
(N-122)' (N»62) 



t 41 
59 



2.5 

2 
20 
50 
20 

5.5 



# 40 
60 



0 

2 
10 
50 
32 

6 



4t 



lUSItAL STATUS 

Kanled 
Wiaovred 

Single 

** ^ ^ ^ ^ = 1 

Lvorced 



Ipacated 



'BDOCATIOS CO>gLETED ,g 

Elementary (grades IhS) 
Junior High (grAdes 7-|) 
High School (grades 9--«) 
1-3 Years College 
Bacealaureaee 
Master's Dagree ' 
Doctor's Degr^e^ 



90.5. 
5.5 

2 * 

at 



1.5 

3.5 
30.5 
34.5 
19.5 

- 9.5 
*1 



88 
8 
2 



3 

29 
37 
13 

U ' 
2 



OCCtJI'AtlON 

■ Unemployed or Retired 
BQUsewlfe 

Administrative' fof flee wo»k) 
Teflmical Specialist Cmechanical) 
Professional (non^edioal) 
Combat Related (line groups) 
^Student (full time) 

Blue Collar Work (custodial) 
Medical Professional (RH.I-CD.DDS) 
Other 



12.5 
42.5 
15.5 

6.5 
11.5 

1 

2.5 

2 

2.5 
3.5 



18 

38 
16 
3 
16 
0 
2 
2 
3 
2 
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urns hlghi the higheat percentage of participants were In the high 
sehoel" through baccalaureata categories- In type of occupation the 
highest number represented was housewife and office worker. Both sub- 
groups were comparable in all the demographic and socioQgonomic 

2 See Table 15, p. 50, Historical Features of * 
Hypertensiva Illness and Education Provided in Relation to Time of 
Instruction. In the figures sten in Table 15, the T group had a sub- 
grou:^©f 100 percent diagnosed two years or more ago, with 26 percent 
of the patients receiving care from a physician and 74 percent re- 
ceiving their instruction from a physician, 87 percent* The SA group 
were diagnosed at various times, 30 percent less than three months; 
eight percent, four to six months; three percent, seven to 12 months; ^ 
^14 percent, one to two years; and 45 percent, more than two years, 
llghty-eighti percent of the SA group received care from a physician, 
md 12 percent received care from a nurse clinician. None of these 
Individiials had ever received instruction, 

(b) Discussion . The demographic and socioeconomic 
variablei and similarities of this sub-group to the total population 
Mra apparent, 

(3) Patient Comprehension and Retention for Sub-Groups in ^ 
Relation to Time of Instruction, 

(a) Findings . Upon exmlning Table 16, p* 51 r Compari- 
eon Scores for the Initial Encounter anti Six Month Assessment in 
Relation to Tl^e uf Instruction, it was^ evident that both grcu^p^ had ^ 
approKimately the same entry level on the pre-tests. Eighty-five 
percent o£ the SA group attained the criterion level compared to only 
11 percent ±^ the T group. Again, noteworthy, was the low number of 
participants in the T group, two percent, who scored within the criterion 
level for the low sodium diet, 

(b) Discussion , ^ See' Table 16, p, 51, Even though the 
T group had prior instruction, the entry level of the participants 
^sn*t any different firom the SA group who, had received no instruction 
before ^he intei vent ion* FurtherTnoi^e, the iearnlng gains (post-test) 
and re^tention werei. t very significant , either , Consequently, one' can 
infer from the data that the T group needs strengthening in either the 
area of methodology, design,^ patient interaction, or in all three 
areas, and that the SA group needs a follow-up learning strategy with 
k variable ratio schedule of reinforcement to heighten the patient 
retention levels, 

^ (4) Patient. Baseline end BehdVloral Outcomes for the Sub^ 
Groups in Relation to knitial |ncounter and Six Month Assessment, 
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msTORicM. tEmmEs of^ftmmsivt illness 

W B&ATIOTl TO TI>E OF INSTEUCTION 



Historical TmAtiitmm 



TOffi SINCE DIAGNOSIS 



Immm Than 3 Moaths 
4 to 6 Honths 
Months 

rs 

Mark Than 2 Years 



J^th 12 Honi 
do 2 teari 



gm^TH^ARE PROVIDER 

Physician 
. Kurss Clinician 

EAB HAD PRIOR INSTRUCTION 



TCKE OF PRIOR INSTRUCTIO^^ 

' Less Than 3 Months 
4 to 6 Honths 
7 to 12 Honths ' 
1 to 2 Years V 
More T^n 2 Years 

PISTRUCTION PROVIDED BY 

vslcian 
Kurse Clinician 



Patients 
(N-122) 
% 



15 
4 

1.5 
8.5 
71 



57 
43 



51 



CN-62) 
% 



0 
0 
0 
0 

100 



87 
13 



Traditional'*^ 
(2 years or more) 
XN-62) 
% 



0 
0 
0 

3 
97 



26 
74 



100 



^=62) 
% 



0 
0 

, 0 

' 0 
100 



87 
13 



t . . 



50 \ 

14 

45 



St 

n 



0 

^ A « 
9 yy 
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COI^ARISOK SCORES FOR THE INITIAL 
ENCOUNTER AKD SIX MONTH ASSESSKENT, 
IN mAlIOH TO TME OF INSTRUCTION, 



GROUPS 0-29% 30-49% 50-69% . 70=7 



SITE SCOREf 



23 66 10 



ttm-tmsf. Traditional - 2 
(2 years or more) N^62 % • < z« 

' * ' Sy&tQin& Appfwa^h 0 ^20 . o5 

{no puJOK 4jv&tJWLCJbLorL] H-60 I 



Post-Test! Traditional 0 ( 

$y&tm& AppKoack 0 



T~ — ?9 ~3i 



6 Me Ret: Traditional 2\ 




1 ^ 



6 Mo Rets Tafaditional 



fost-Testi TradltlQiml 3 



6 Ho Rati Traditioaal 



0 34 51 



51 



68 18 



Pse-Testi* Traditional » 2 .14 42 , 26 



&ultm& Appwach 0 t '5 



8 44 32 



ly^iei?^ Appn^aaoh 3 5 32 

tow SODIUM DIET *^ , 

|rm-Test: Traditional 14 55 31 

I Syhtzjnh AppKoaQh H 5T 3Z 



4 # 

32 53 8 



Syhtojj^ Appnoack 0 - 20 51 

iffiDXCATIONS 



Pra-^TMt: Traditional 0 16 8 42 

.Sy4^ei7ti Appfwmh 0 2 8 

Fost--Tes^>\ Traditional 0 7 21 , 19 



Ret: Traditional 0 ^ -^^ 

S^4iOT4 Appwmh 0 2 . 



(a) Findings . Table 17, p* 53, Comparison Baseline %nd 
Behavloral Outcomes for the Initial Encounter and Six Mgrfth Assessment 
presents the patients' entry levels and six month outcomes for the T 
group who have had instructios for a minlmura of two years or more in 
relation to the SA group who have not had prior instructiori Jb^f ore the 
l^terveatlon. In reviewing the baseline behaviors there yas yariatldh 
la mtry levels; however, the variation wasn't consistent' enough, to 
cite that the T group/s baseline behavior was higher than the SA grpup* 
For Instance, a higher percentage in the T group had a lower systolic 
entry level but a higher diastolic entry level. The.T group had £ 140, 
60 percent entry level compared to 1 140, 42 percent entry level for ^ ^ 
the SA group. The diastolic < 90 entry level for the T group was only. 
65 percent compared to thf <_ 90 entry level tot the SA group at 72 
percent. Comparing the entry level and six m^th outcomes, there are 
gains in the desired directions, ^r no change for. both groups. Ther^ 
Is no statistical difference in the outcomes of the two groups. ^ 

(b) Discussion . The data suggests fthat the structure 
format of the SA approach does facilitate patient achievement and was 
a superior method compared to the T'^iethod. The T group had the bene- 
fit of two years or more of instruction and more or less^ continual 
reinforcement through health provider interaction whereas the SA sub- 
group for this set of data d^d not* 

ment for the Suu-Group. 

(a) Rotter's Internal and External Scale - 

1 Findings, Table 18, p. 56, Rotter's Internal 
and External Scale (Locus of Control) for the Six Month Assessmint 
Sub-Group, indicates approKim^tely the same distribution of inter^Hy 
and externally controlled patients in both instructional groups and 
the main group. Thare were seven percent more internally qqntrolled 
subjects in the SA group compared to the T group. Forty percent^n 
the T group and 33 percent in the SA group were externally. controlled. 

^ Discussion. This set of^^ata supports the, 
suggestion mad^.for The main group, that internally conttolled patients 
may do better w^ a SA approach than externally controlled. However, 
caution should bfe used when interpreting the results because about 
two-thirds of each population had Internals an^ one'-thlxd of each 
population had externals artd on the whole the beha^^aC scores were % 
comparable. The difference of the two iroups appeatSd 4n the areas of r 
comprehension and retention,^ ^^length of time of Instruction versus ^ 
no prior instruction in relat^ to behavioral gains. That could^ mean 
that higher priority should be gSven to ingtructidnal fof^t ^e^ m ot 
structure rather than an indl^iduaJ's locus of contioi. .T^is^^^pild^ ^ 
tadlcate an even stronger ar^yi^tfht .for t||^^z'in^the. SA ap1?roach^ 
methodology for patient educfit ion* , " " M^,- 
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TABLE 17 c^tlnued 



mrriAL ENCOUNtER 



SIX MONTHj,MSESStffiNt 



T Group 
(2 years 
er more) 
N"62/% 



KQ» CIGARET'gS PSt DAY 
0 

1-10 
11-20 
21-40 
41+ 



78 
5 
5 

10 
2 



SA GKoap 

{no phApfL 

N=60/i 



65 
'15 

n 

7 
0 



X Group 
N=62/% 



77 
6 

5 
10 
2 



SA GKOUp 



63 
71 
T5 
2 
t 



PECREASE IN TENSION 

tea 
Ho 

TCTE OF PHYSICAL 
ACTIVITY 



Sedentary 

Light 

Moderace 

Yigorous 

Strenous 

FREQUENCY OF PHYSICAL 
ACTIVITY 

Daily 

Twice Weekly 
Weekly 



I 

4^ 
55 
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I 
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I 
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^' ROSTER'S INTERNAL AND EXTIMAL SCALE 
JS OF COOTRO^) FOR THE SIS KOHTS ASSESS^EOT 



rJE-GROUP 



T Group SA GAoup 

(2 years {no pfuj^n. 

N«60/% M*IO/l 



'60 
40- 



61 

33 
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C NmSON-DEKHY READING SCALE 
FOR THE Sn >IONTH ASSESSJEIIT SUB-GROOT 



SCOBi 



8th GRADE AND BELOW 

th - 1 6th GR^E 

• 5 



T G ' jup 
(2 years 
or more) 
N=41/% 



20 

80 



SA GKou.p. 



19 
81 




1 



(b) Nelson-Denny Reading Scale . 

1 Findings. See Table 19, p. ,56, Nelson-Denny 
Reading Scale for the Six Month AssesBment Sub-Group. The results 
show that the reading levels were similar to the main group; that Is, 
80 percent of the T group tested and 81 percent of the SA group tested, 
had a reading level of 9th grade or above, while 20 percent of the T 
group tested and 19 percent of the SA group tested, had a reading level 
Sf, 8th grade or below. Twenty-one subjects In the T group, and thirteen 
In the SA group refused to take the reading test, 

2 Discussion. The reading scores of the sub-group 
match those of the main group. 

j . Comparison of Baseline Data in R elation to no Instruction, 
Instru ction by a PhvBlclan or by a Nu rse Clinician. 

. (1) Introduction. Another way of examining the data was to 
compare the entry levels of all patients, those that did not have the 
benefit of instruction to those who did, to estimate the ef fecciveness 
ef the existing system of providing patient education via the tradi- 
tional approach. 

» 

(2) Clinic i%tient Populations With no Instruction, Instruc- 
tion oy a rnysician or oy a wurse uiini.cj.au. 

(a) Findings . 

1 Table 20, p. 58, Demographic and Socioeconomic 
Characteristics In Relation to no Instruction, Instruction by a Physician 
or by a Nurse Clinician, shows that all three sub-groups are comparable 

■ In population, sex, age. marital status, education attained, | and occupa- 
tional distribution. All categoriea represented are slmilartto those 
breakdowns reported on previously. , . , 

2 ^ee Table 21, p. 60, Historical Features of , 
Hypertensive Illness and Education Prcvided in Relation to no Instruc- 
tion, Instruction by a Physician or by a -Nurse Clinician. Of a- total 
of 402 patients seei, 133 of them reported never having had the benefit 
of ariy patient education, or about 33 percent of the^ total population. 
The health c^rf^ provider for 75 percent of the sub-group that dldn t 
receive education was a physician. Twcnty=five percent of that same 
group had their health care provided by a nurse clinician. 

(b) Discussion . A better method of patient-fiHucation is 
needed In order for the AMEDD health care delivery system to be accounta- 
ble to all hypertensive patients. ^ 

(3) Comparison of Baseline Scoi;«*|^in Kw„ation to no Instruc- 
tion, Instmiction by a Physici'an or by a Nu^e Clinician. ^ 
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TABI£ 20 

DlBiDGRAPKCC Am SOCIOECQNOVffC' CI^ACTERIStlCS 
El RETy^TION TO N6 INfTPaiCnON, IKSTmUCTION 
BY A FKSICl^ OR BY A NURSE CLlinCXAN 



Pfeaographlc and SocloeconoMc 
Variables 



BAHK OF MILimRY 
Active Enlisted 

1*1 thru 

E-7 thru ' 



'mi No Nurse 

Patients' Ins true tlom ^yslclan Cltelclan 
N^02 N-133 K^143 N^126 \ 



0 

2 



1.5 
0 



Active Officer 



Company Grade 
Field Grade 



1.5 
4 



0 
0 



0 
0 



Ketirpd Enlisted 

E-1 thru E-6 
1-7 thru E-9 



3 
8 



4 

7 



2 
8 



2 
10 



Retired Officer 

Company Grade 
Firid Grade 



3 
21 



4 

19 



4 
22 



1 

23 



J 



mANK OF SPONSORS 

OF DEpmpEirrs 

Active ^Enlisted 
% 

E-1 thru E-6 
E-7 thru E-9 



1 

2 



0 
3 



1 
2 



2 

1.5 



Active Officer 



CompMiy Grade 
Field Grade 



2 
9 



3 
9 



t'ff 



1 
10 



2 
6 



Retired Enllffced 



E-l thEu fi-^ 
E-7 thru E-9 



3 
15 



2 

15 



3.5 
14 



5 
16 



Retired Officer 

Company Grade 
Field Grade 



5 
25 



3 

23 



3.5 
27 
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TABI£ 20 continued 



graphic and Soeleeconealc 



AH 

Patients 

% 



Instruct! 
N-133 
% 



slelan 



Nutse X' 
Clinician 

N-126 
. % 
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Feaalft 
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less thaii 30 
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40-49 
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6^69 

JQ-^d elder 

HARITM. STATOS 

Ifarrled 
Vldewed 
Single 
Eogaged 



39 
61 
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25 
42 
21 



90 
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1.5 
0 

.5 

1 
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4 
38 
29 
18 

8.5 
.5 



EgpCAnON CO^gLETED 

El#nientary (grades 1-^) 
Jtmlor High (grades 7-8) 
High Sehool (grades 
1-3 Years College 
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^ Ifaster's Degree 
Doe tor Degree 

ocarpATioN* 



Unemployed or Retired 13 
Eousewlf* 42 
Adoliilstratlve (office work) ~;^9 
TecWnlcal Specialist (mechanical) 7 
Jprofesslbnal (hon-medical) 11 
Combat Related (line iroups) 1 
Studerit (fulj.^tlma) 

Blue ©ollar Work (custodial) 2 
Medical Professional '(RN,m,DDS) * 1. 
Other * 3 



41 

59 

IT 



2 
8 

29 
43 
15 

3 



90 
6 
2 
0 
1 
1 



2 
4 
37 
27 

22 
8 
0 



9 

45 
It 
10 
12 
3 
2 
3 
2 
3 



38 
62 



1 

6 
22 
42 

26 
3 



95 
4 

• 0 
0 
1 
0 



2 
5 

35 
31 
14 
12 
1 



17 

36 



4 
12 
0 
1 

3 

« 2 
3 



3'6 

64 



, 0 
9 
25 
42 
20 
4 



84 
10 
3 
, 0 
1 
2 
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2 
41 
29 
19 
5 
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22 
6 
3 
0 
0 
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iaiD. EDtJCATION PROVIDED W BZLATfON TO .'NO INSTRUCTION, 
IKSTRtocriOH BY A - PHYSICIAN .6t BY A NURSE CLINICIAN 



Histoirical Features 



TPffi SroCE DIAGNOSIS 

Less Thm 3 Months 
4 to .6 Months . 
• 7 to 12 Months . 
1 to 2 Years 
More Ihan 2 Years 



All " No 

Eatitots Instruction Physician 

N-402 , K«133 ' N=143 
% % - . % ' 
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8 
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5^ 
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16 

65 



Ihizse 

'Ollnlclau 

• N-ize • 



6 
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IEM.TH CABE 'PROVIDER 

rhysldab 
Furse Clmlclan 



46 
54 



75 
25 
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45 



6 
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BAS BAD PRIOR DISTKUCTION 

Yes i 
Ho 



67 

33 



100, 



100 
0 



100 
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TmZ OF rRIOR tNSTRUCTIUN 

Less Than 3 Months 
4 to 6 Months"''' 
7 to 12 Months 
1 to 2 Years' 
Ifare Than 2 Years 



N=269 
% 



18 

13 



N=0 

9- 



0 
0 
0 
0 
0 



N=143 
% 



10 
7 
6 
17 
60 



N-126 
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26 
20 
5 
27 
22 



IKSTRnCTION PROVTDCT BY 



Physlclaa 
Kurse Clinician 



^1, 



53 
47 



0 
0 



100 



0 
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(a) Flndlnga . Table 22, p.' 62, Cotfparlaon li^A^llne' 
Seores In Rslatlsn to no Instruction, Instfuctloa by a Phyilclin or by 
« Nurse CllAiclan< Comparispn of these three groups show no "Statlfitlcal 
dlffuMce in their pte-test results. " s' 

^ (b) Dlseuaalen . 'Thi finding that a histery of paBt 

^iseatiQn by a mitsm or by a physician, or by no one^ sade 'absolutely 
no dlff^rtocs In tha pcs^tast scor^t is not a very good reifonmendatlon 
for th^fvhmmtit systCT, Many reasons could be conjectured for this 
finding such as , poor retention ^ teaching the wrong thing, the patieat's 
definition jDf teaching^ and so forth, but they are all academis. What 
^toat the SA approach could and did correct this conmon 
^hi^ hypertensive patient* ^ 

^Coffiparlson of Baseline Behavioral Outcomes in Relation 
rfi^on, Instrudtlon by a Physician or by a Nurse Clinician* 



'"^^/^'S^ (a) Tindlney . ||p Table 23, p, 63^ Comparlion of Bmee- 
lla^^ Behavioral Outcomes in Relation to no Instruction, Instruction by 
m Physician or Ky a Nurse Clinician. There was no difference between 
uy^Qf the groups jOn analysis of data. 




Discussion, Ml of this data, coupled aith the 



pt^lous data. Indicates a need for a more effeSt^e, efficient, cost * 

uf^wL^v^ oicLliwi OZ JviJlus^ t^auieuw eJuufiiulwa LUttu uuw ^Ax^ua in tne ^ 

Ai^D health careiflelivery systam. . 

k. Cost Analyeis for Program Evaluation . 

^ <1) " Introduction. # I 

' ^5: * \ / 

> (a). Meaningful change can, be feff acted in the health 
care delivery system by systematic ang rational planning. Hopefully, 
' better planning methods will be followed by higher levels qf patient 
education productivity for the comprehensive health care dtfllar. 

(b) Cost analysis is often viewW as an alternate to 
evaluation 'research, but essentially it is a rogical extension of it. 
In order to If fix dollar values to^ the benefits of a program, first 
there has to be some evaluative evidence of what kinds and how gg 
henrfit these has bjaen as was described in the pr©j^eding sec^on. * ' 




^5 ndtean, R. Ni^ Efficiency In Government Through- Systegs Analysle 
(New York, John -Wiley ^ Son^, Inc., 1958). :^ 
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„ OF BASaWE SGORE'^VIK RELATION TO KC INSTRUCTION 

msTRUCTIOK BY A PHIfSIjglAN OR BY A NUl^SE ^INICIAK 
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(el Foilowiiif ii the d^ei^eS?&tloh\fOT the «iearch and 

^ (a) See Trtla 24, p, 67, Comparison of the Traditional. |f 
and Systttd Apptoaeh Groups In Ralatlon to RasearGh and pevalopttent^ Inr ^ S 
^Mtoentp 4nd Operating Costs. The table shows that the research 
d€V^Q^Mt eoatii for the traditional method are lower. Th€ total^ ^ ^ 

tesaarck and developmiiit posts for the aystem^ approaoh were approxl^ ^ , ^ 

rtataly 16203*00 to ^cluda the one hqur of baseline hypertenalon Infor-^ ^ ' ' 
matlon (genera^ Inforaatl^^ and merflQatlons) * Addi- 

tionally, the flgur# riptefent« research and developnient eosfcs for non-^ , 
ax^piiilj^le equlprae^ learnihg lab space and the cost of \ *^ ^' , 

vail^l^ng' the inafer4atiah*l strategy by the PACO^D staff. The raeeareli^ 
and diiVel<Jpmai^ coistii tre, shown foil cGmparat^tefi^uipbses only. If^ the ^: 
Aroy Initiates 4^^roi^^ as^PACOtffiD*, al¥^ research and deyelofBient ^ 

wbteW fee^^e^ then woujd no t be t ^ 

jACiirr^d 6> thtf tadi^ ^ee ■ 

Appendix C, pi IJl, Copt Model for HypM tens i^on Patient Educatloni with . / ^ 
accfampanying' expiatoatlorf - \ u 




^ite- fi^pxp dT^'A Thsory of Co^tf^^ffectiyfm^sk^ Milit Analy- 
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/i^^es, ypi i3. No. 2. r~'^^~'^'^~"^~^'^^^'~^^T^'. .; ^ ^ : 
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(b) Thars aira no lAvaetment costs for thm traditional 
iiatliod. Tha Investment cost^ for the systOTS apprbaeh mathotf were , 
approxtoataly $ll»930.5Sp This included the hourly wage of a nurse^ or 
physician t tha timm needed for sjcaff development in ofcder that,: the pro* 
feasional Imows how to utilize the ayst^s approach f w optliaum benefit 

/ of tht patient* See AppendlK D, p. 125, Staff Davelopmtot Outline, the 
cost for forty hou^s of instruction of a paraprof eseional,^ the time 
needed for training an individual to operate and manage a patient learn* 
ing cent«r» See Appradix p» 143, Non-Professional Parame^c as 
Health Iducator* Three-thousand five-hundred and fifty-one dollars of 
the total amovnt represents the cost of the non-^expendable equipment and 

^$3,382,00 tepresents the approKimate cost of . the f urnlihing for a learn* 
ing eentari^^liee Appendix p. 155, Physical Facilities. These costs 
might app^^- taccesslvely high, however, once the Investment cotfts are 
made, the equipment and furnishings cati be used for other learning 
syat^s as well/ For eKample, DeWlt^ A»y Hospital, Internal Medicine 
Clinic sees aboyt 3,000 hypertensive patients per year. Giving their 
Instruction via the systems approach, would have repreaewted 300 
operating hours ot 10 weeks. There are still 40 working weeks lei|t ,in , 
the year. ^ ^ \ 

(c) lelow is a chart llluitrating the operating coats 
for various groups of patients using both tradltipnal and the systems 
approach « . ^ ' ^ " ^■ 



r patient : 
10 patients 1 



Physician 
Nurse 

Physician 
Nurse 



Traditlotml Approach 

S 17.85 
9.45 

$ 178.50 
94,50 



Svstetis Approach 
$ 6,20 

^1 . 7*01 



250 patients I 



3,000 patients^ 



Physician 
Nurse 

Physician 
Nurse 



$ 4,662.50 
2,362,50 

$53,550*00 
28,350.00 



I 175*25 



$2,103.00^ 



Obviously the SA research and development costs and investment costs 
were more than the T group but^ the operating costs betame much lower 
with the greater number of patients seen^ (economy of/scala) in compari- 
son to the T group operating costs , which became excessively higher^ 
(Fig 3, p- 69). Also, when tht hiealth care professionals provide the 
patient education, it lacks unlffpi^ity, 'standardization of baseline 
information, quality assurance, accountability, task structure, and the 
appeal to multiple senses needed for better comprehen^lpn* 
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/ (3) , fllseussion. 

(a) The above may seam ovsrly simplistic aiM limit |d In 
8eop#, but' it doM deplet an estimate of what the coaparlsofc costs of 
both groups w^re like for the model -<hypertenslon) Used In the study • 
Tpbj^ flndj^gs could then be extrapolated to Include 50 mofcli, for ex- ' 
ample. Iftwt we are unable to do la to quantify thtanglbrt benefits of 
a ptogrto. , How much Is It worth to the taxpayer s for |iyper tensive 
patients to become mor^ effective sey-care agentai ^^rfman calls this 
a ease of "jWr^e-and-rabblt st^*" The rabbit Is the ^^all proportion ^ 
of effects that are susce^lfie.^^^0 measurement, while the flavor of the 
stew Is dO[mlnated by^ the^horse" of soclalt psychological, at^d aesthetic 
eonslderatdons that, defy measurements* 



(b) Even though com^^ffinalbn and retentiph scores were 
higher for the ayst^'s approach group and behavioral outcomes as good or 
perhaps a little better, quality health cannot be ascribed solely to 
t^e of patient education any more than it can to type of medical care. 
Genetics and environment are also Involved in quality of health. 

' (c) Eypn if the benefit Cost ratlo"^ are trlgher for one 

type of program than another the decision will still depend In large 
part on the values the policymaker attaches^to the goals* Vfliat is the 
poMcy^ker willing to pay (or forgo), to a^.eve a given kind and level 



(4) An explanation to ^able 24 i Comparison ofl Traditional 
and Systems Approach in Relation to Research and Development, In%?^ef tment , 
and Operating Costs. 



(a) Research and Developmfent Costs . EOTlANATlONi 
See Table 24, p. 67, Comparison of Traditional and Sys^pis Approach in 
Relation to Research and Development, Investment, and Operating Costs. 
Refer to Research and Davelopment colum. ^ 

1 There are no research and development costs In^ 
volved because all categories of personnel have received their basic 
education and are utiliEed by the A!ffiDD whether or not they are -involved 
In patient education* ; 



2 Instructional .Materials. 



£ Systems Approach. (Sed^ppendix E, p# 13^^ 

Comaunlcations Media) • 



^SDorfman, R., "Introductloa^" MeasurinR Benefits of Government InvestT 
mentSt The Brookings Institution* Washington^ DC, 1965,, 1-11. 
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The $459.00 eKpenditure uMer^ the Syscams 
Afprda^h edij||b rspttsents the cost of the FACOSp bqt%^^ (advaM.ed 
ergulier), l^jkeodliuQ dlt|ip general ^^dieatlonsp plds the purehase east 
of the general SCoroaclon progrOT; All costs rep«%sent#d arf appfOKi- 
Mtely th^ee yearl old and an inflation kleker has not bnn added. ^ ' 

' ^) The audloviiual equipment ^tosts of |684.Q0 
represents the eogt of the 3M sound on slide arid the '^Voicbspf Musie",, 
puiser wh^ah ^re^used for the instructional systra^sign phase. 

^ ^ Traditional Approach. The traditional approach 
Required no tostruetiorial materials. \ \ 

, 3^ Space. Cost is representf^ by squsra'feet of 
space and building cost per square foot whiqh was approxdjaately $14.00. \ 
O&ce the space Ik paid fprp It remains a constant because it represents 
a sunk cost. ^ ^ 

/ a^ Traditional Approach. No cost was incurred by 

the physician because no additional space was. needed. A nurse clinic- 
elan*! cost of $1,846.00 would' cover ah office space of 132 square feet. 

b Systems Approach. The space used undey the 
systCTS approach was 329 square feit which Included the learning lab and 

4^ Administrative gosts* 

, ^ Traditional Apprpach. Physician: The- physician 

dM not have an orgafll^ed progra^of instruction. Tfirough personal con- 
varsatlons wttW several physicians, they stated that they r^ied mostly 
on the knowledge learned fn medical school and than adjusted it to meetv 
th% needs of the patient. No learning aobjedt Ives or formalized patient 

asTOs^Aents (pre^-post te^ts) were used.^ 

. 7 ' ^ . y ^ . • - 

^ ^ Systems Approach- The $454.00 for the develbp- 
■ Ing of the ^nstructionai program included the hourly wage o f theiHcOMEp 
staff to validate the program. For a further breakdo^ of the figures , 
see^^B^endlK C, p. 121, Cost Mod41 for Hypertension Patient Education 
and accompanying Information. ^ V * ' ^ 



(b) Investment Costs . EOTLANATlOy : ^ ^ee Table 24* p. 67. 
Refer to Investment Costs column. 

■ ' ' 'ft 

1 Personnel. J/ 



' ^ ^ Systems Approach, thyslcian* A cost «f^Sl7.85 

foi^^^e hour of physician time in the systemSi appr^ch colum r^pricsents 
the -^IfcJjme needed" for staff development to.*iftCr6duce the Ahysiclah to the 
PA^toD concept. The rank of "m^jor" wa^ the mean ran^. o& physicians . 
"asM^ed to DeWltt Army Hospital and their hourly wage is based on eight 



ymnm aeryla'e base P^y* quarters aHowahpe, subslstancei VIP cataiory 1,,, 
sedlul pay» md 20 pweent 'for fringe bsnsf lts« 

. . ; \ Nurse Clinician, A aost af $9,45 f©r one hour 
f^f. diyit'fte i^linlclan t^e in ths systems approach 6olumn represMts the 
tiffl^peeded for staff devaldpment to Introduce the .nurse clinician t^ 
the PACO^D concepts The rank of "captain" is the mean rank of nurse ^ 
ellnlclazis assigned to DeWitt Army Hoipltal at^ their hourly wage is / 
based On four ytars sarvlce base payp quarterst alj^owances subsistencei 
and 20 percent for tringe benef itS4 ^ ^ i 

0 . n ' ■" 

£ Health Educator* A cost of $230^00 represents 

the cost of 40 hours of training time needed to^nable an nonprof- ^ 

fesslonal to opMate the learning laboratory anflfcflated activities. 

An E^5's hourly wage is based on four yeaH servlc^f^ quarters allowance, 

subslstenbep' and 20 percent for frlAge bineflts. 

, 2^ iQitructlonal Materials 

a^ Systems Approach. An ^eKpendlture of §6,933,00 
represents the cost of the audArlsual equipm^t t^t was serected once 
the ^eiearch and developmant phase ^jLM compLrfed* (This ipay o^ may hot ^ 
represent a cost* Most ^ffiDDAC's have *amveral- Sony video tape players 
and receivers that may be utilized if. not coimiltted elsewhere*), 

- ^' ' _ ^ ^ ~- ■ - i 

b Traditional Approach* The traditional apj^rpach 

required no instructional materials *coits, 

3^ Space, * . 

a Traditional Approach* The cost of|||l||848,00 
under this approach~ia for off ice'apace.and Is the same tor physicians 
and ^rse clinician. ^ ' 

b Syf^ems Approach, The cost ($4re06 .QO) for 
space is the same as in the research and developfflent section- This 
space was* used for staff development as/^ell as giving patient .educatlOT* 
Sea' the preceding sect ^n, ^ , 7" ' y-^ . 
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minlstrative Costs . 



* 



• Systems Approach* The $132*00 for the syst|^s 

approach cpvers the cost of typing and reproduction , of pre-post ^eats, 
object Ives j and^^her forms* . ' , 

. ^ ' . Traditional Approacb* This approach had no 

^ admtalst^atlve. costs p - . ^ 

- ^ ^ ' ' _ . ' . y 

. ' ^(c), operating - CQsts - 1 j^atient . EXPLANATION i See 

Table^24p p* 67* Refer to Operating Cofets - 1 Patient* , , 



\ 



. 'l' lis 

8 



five cm 
of ft lias 



.1 f^ioimal,. ' V 

TMiiitlenal Approfe\i. 

t , , (1) ^liy^lelan, SiventeeA dollars and eighty^ 
cents rapr«siirits fchm hou^ayf wage, based oik 60 minutes, the^ length 
oeeded to give bsaaline^hypir tensive^ information. 



' ^ . ^ Hur^e Clinician. Nina doll^ri and forty* 

five cants repre^nta the hourly w^ge, based on 60 minutes, the Itngth 
of. ttoe jaeeded to give baseline hylperten$ive information, - 

b S^tems Approach. NonrProfesslonal. Health ' 
Educator. Five dollars and s^enty-f Ive ^cents represents the .houtl^r f * 
tmge, ^based^^n 60 minutes, the length 6f*tlme the health educ4$or would 
be in the learning .laboratory, r ' . > - 

^ : . : . 2^ fnttTOCtlonai itf^hrlals, ^ . 

. ■ ^ . : ^.-^ ■ 

^ / -fSyfetems Approaph* Refet toAppendlK C, • 

121,' Caftt Stodel for^M^tension Patient Education J^rTR&^, 36 t^ferr f. 
to the cdst^^r hour ff^ducatlonal liartiware^ a^^^ uEfid to 

ino^lude maintenance amor t jEEed f ot .6 , 000 hour^^rff fiperation. \3Q .hours/ 
*,week X 40 weeks/year X 5 years - 6*000 hours.) ^ \ ( 

b_" Tradltlotial Apprpa^, No/instructiotial 

mmterlals costs incurred, , 

- - - - - - ^ ^ 

J, |paca„ See preceding aettibns* ^^ -"" ^ ^ 

f ^ Adminlstratlva Costs/ Syst^s Approach, Niriety 

cents re^esents one ^ sat of paparwork needed for each patient to in- 
dividualize the instrttctional strategy. , * ^ 

(d) Opeyatin^ Costs^ itf- Patients . 

' iF^ftonnel. f. ^ 

a^ T^adi'tlog^l^l^proach, f 



Q) PhysMian. One' hundred and seventy-eight 
dollars and fifty dents represents Se^costpor ten houri^^of phyaiclan 
t^e aieded to give dndividualized instruction to. ten patlepts. 

, / ^ . ^ (2) Nurse, Clinician* Nlnety-^four dollars #nd 

fifty cents te^ysents cost .for "ten hburs of nurse ^linician^ time 
needed to give IndiJfcu^lized Ingtructlon to tan patients. . ' 

... I. ^ ■ ■ ' i ■ f ■ 

, % . b^ Systems AgproacK/ Non-^Prof essiohal Health - 4 
Eflyc^tor. Five dolla^ and ^ seven ty-»five cents is the cogt of |ivlng^ 

■' . . ■ • ' 72 ; ■) ■ ■■■■ 
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'.i»AW«IT tmkVlOm. B^IUNES for the initial ENCOUNrER 
AMD ONE MONTH ASSESSMQITr HYPERTENSION ' 



OUTCOiES 



BLOOP fMSSURE 
Dlaatollc 



INITIAL 



ONE MOMH 
N-26-f% 



/To Age 39 

91 m Kg and above 
\ 90 ]pn Hg and below 

4Q to 64 
91 on Hg and abovjp 
,90 mm Kg and below 

Age' 65 and older 
■ 101 ram Hg and above 
. 100 nm Hg and below 

Syst 



.12 
4 



27 

57 



0 
0 



4 
12 



19' 
65 



0 
0 



All Ages \t 
* 141 dp Hg/ and above 
140 nm"-Hg and below 



62 
38 



38 
62 



WEIGHT (pounds) 

Mean 
High 
Low 

COMPLIES WITH LAB TESTS 

. Yea 
No 



194 
265 
121 



100 
0 
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100 
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Don' t .Know 
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No 
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V' ■• ■ '■ ' . 

He 

B/A ^ 

wsikm cpps coffee /day 

4 or less. 

{ 5 to 10 a 



■fir 



lER OF CIGARETTES /Pg- 



Hone 
llW'20 

21 0^,0016 

DO YOU USUALLY EXPERIENCE TENSION 

Yes ■ ^ ' . \_ ■ 

No 

YES, DO YOU TAKE MEDICATION 
Yes ' , , " 

; No / ■ • . V . 

NOTICED A DECREASE IN TENSION 

Yes 

"No 

MAINTAINS BCERCISE PR^RAM 
Yes 

NO ^ ■ 

TYPE OF PHYSICM. ACTIVITY 

Sedentary 
tight I 
Moderate 
Vigorous 
Strenuous 

FREQUENpY OF PHYSICAL ACTIVITY 
Dally 

Twlrie Weekly 

Weekly -i 



58 

42 
0 



81 
19 
0 



58 
12 
IS 
15 



50 -1 



50 



8 



|8 
8 
4 



4 
46 
50 



58 
42 
0 
0 



31 

69 
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81 






19 
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30, 




38 


40 
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30 
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80 
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ODfCCMBS 



BLOOD yRESiURE 



INITIAt 



ONE MONTH 



SK MOITEH 



To aga 39 

^ 91 oaa^Hg anf abov# 

90 m Hg anl below 

Aga 4olito 64 

91 mi Hg and above 
90 m& Hg anfl below 



' Age 65 and older 

101 mm Hg and ^aboye 
100 sm^Hg and below 

Systolic 

All ages 

141 m Hg akd ab^e 
l40 mm Hg and below 



WEIGHT (pou^i) 



Maan 
/ High; . 

liOW 

C0>gLIES WITH LAB TESTS 

Yes J . 

No ^ . ^ 



T^S^ MroiCAT.IONS 



\ 



Yea * 
No 

r N/A 

Don't Know 

lOaOWS^ DRUGS AND ACTIONS 

Yes '-0 , 
No 



14 
0 



14- 
72 
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260 
150 



i6o 

0 



14 
0 



71 

29 




0 
86 



0 
0 



14 
86 



184 
253 
148 
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0 
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14 
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0 
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14 
86 
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0 



ERIC 



•81 



.Of) 



r. 



oaf( 



TABIS 13 qont. 



OKI MONTE V SIX HON 



Mo 



iniMBlR COTS COFFE 



A Bt less 

5 to iqj . / 
1 11 or more * ' 

OTHBgR Of CIGARETtES/DAY ,^ 



1 to 10 

to 20 
21 nord 

DO YCU BiuIliY EXPERiENCE TENSION 



57 
43 
0 

f 

71 
29 
0 



57 
IV 
0 
29 



86 
14 
0 



100 
0 
0 



58 
/14 

i 14 

14 



Mo 



29 



JO 



IF YES* DO, Y MJ TME MEfalCAtlON 

■ \ 

# Yes*- 

Ho - . 

NOTICED A DECllEA§E IN TENSION 
Yes 

No - 
lOiyrAlNS MERCISg PROGRAM 
fas ^ 

TCTE OF PHYSICAL ACTIV] 
Sedentary 

Light ^ 
Moderate \ 
VlgorTOS 
Screnuous 

FREQUENCY OF FHYSiAl ACTIVITY 
,Dally 

Tvd.ce Weekly 
Weekly ' • 



20 U 



43 -I 



57 



0 
0 
0 
6f 

33 



100 i 
0 

V 0 
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43 
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57 
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- (4) Dlftbites. ' 

<a) Clinic Patient Populatlpn' f or the Initial Encounttg . ,^ . 

^ / . « llghty^lght diabstle patients rsaeiv^d 

i Ittltisl health adueatileri en general Infortaation about dlabetaSp 46 ratur^ 
r- ed tht foUwlai waak for tha saeond sactlon, diabetic dlet.^ Sevantaen 
the original 88 diabatie patients ware on Insulin and reeaivad^tha third 
^sactlont intolin therapy* Fifteen of the 88 raturntd for a th^aa mdrith^l 
=^ foll^w-nip aitd eight returned for the six month follow-up, . 

b Mr^«t tba^ droRWta ta thfe thMC^fliopth^^ 
verfedua to podrly ootivaTad patients* In fact, tha diabatie patiants ap* ^ 
peered co be the laMt interasted in their illnesi comparled to the patiants* 
- in the othat disaasa eatagorles* This probably was due to, the dlf f ioultyjof 
the subjact matter; therfe was s5^mueh .to learn and so many bahavlorfi (habits) 
to ©hanga 4a^#^latlveiy short time. It eould vary well be that tha pa- 
tients ware overwhelmed in the first session and therefore warf raluotant 
t& return, their initial reaction was to flea from the sltuati^ and deny 
^thay hud the dlsAse* This should ba recogniitfd about the nature of 
Mi# behavior patterns of those who have the dlraase* Because of the afora- 
mMtlonad It 'wdll utlmately co^st more to educate diabetic patiants than 
most other patients* More time will need to be spent In trying to encour- 
age the patiants tc^stick with the treatoent program.115, lie, 1 1 / of the 
patiants who 'did not receive the else month foUow-nip* the major causa of 
no-shows was due to the closing of the learning centar* 

^ See Table page 84 , Demographic and Socio- 
economic Characteristics of Dlabettc Patlentsi. InitlaL Encounter* The 
demographic and socioeconoSlc breakdoTO follows: 6 percent were active 
duty, 48 percent retires anS 46 percent dependants, 59 percent Inale and 
41 percent fema^le't 76 percent were between the ages of 41 to' 71 mnd 85 
percent ware married, 78 peri»nt had a ^igh school education, l to 3 years 
of college or a baccalaureate degree* All occupational categories were 
-represented except for combAt related (line groups)* ^ 

:^ , ^ . . 

■ ' , . ■ ■ V- 

y D ■ 

ll^EtEWller, D.D.A "Who* a Teaching the Diabetic?" ; .Diabetes, Feb 67, 16i 



^^^Graberi A.L. et al, "Organization ofi a Diabetic Clinic at a Military 
Hosplt«ii*A Coordinated Team Approach," Military Medicine, Nov 68. 20: 900-903. 

IFjAnlgant A.K. . "Diabetics Need to Know 'More About Dlet,^ journal of . 
American Ho spital AgBogiatlon, Nbv 16, 1966, 42: 91-93. ' . 
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'iBMQQRAPHkc AMD StiblOlCOKOHIC .QimCTERISTICS 
Ofj liUmTlC Pi^EOTSf EiiTlAL ENCOUNTER 

^be«^igt,■|lh^c ind Socloaconoalc Patients 



-•I. ' 



tkSR W mtlTARY 

Aetlye Inllstpd , • \ ' 

I-l thru V . 3 



ActlvA Officer 



Field Grade . | . 3 

Depertdent . ' 

teti,f ad .Enlisted . ^ 

^E-1 thru 
|E-7 thru E-9 

Ritlrld Mflcer ^ 




Company Grade 3 
^leld Grade , , 17 



Male 

Female 



less^han 15 ^ ^ 
■ 16-20 

21-30 ' ' .. 

2h-40 , " . 

41-50 1 ' 
.51-60 L " 
' 6W70 

. .71 a^id older 




- TABL^.l4 cont. 



p^wagraphte and Socloecononlc 
Variables 



MARITAL 'STATUS 

> Man led 
Widowed 
• Single 
Engaged 
.Dlyoreed 
r Separated 



Efl-^entary (grades 1-6) 
Junior High (grades 7-8) 
— High Scheol (grades 9-12) 
1-3 Years College 
Baccalaureate ■ 
Master's Degree 
Doctor's Degree 



>OCCUfATION 



or Retired 



Unemployi 
Housewlfi . . 
Admlnlstrafcive (office work) 
Technical Specialist (mechanical) 
,Prof esslonal (non-medical) 
CoiBbat Related (line groups) 
ttudent ((full time) 
Blue, Collar W6rk (custodial) 
Medical Pro'fession'bl^RjS.lffi^ DM) 
Pther / 



Patients , 
% 



85 
5 

.7 
0 
2 
1 



9 
9 
0 



15 
33 
10 
7 
ID 
0 
k 
6 
2 
13 



I 

- 
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TABLB 15 



' BISTORICAL FBATqRES OF DI^ETIC PATIENT'S ' 
Ili^SS IDIBMION PROVIDED i^^tlM, 'fiNCOUNTER 



Historical Fekcuree 



T^"^PTCE DIAGNOSED 

Less Than 3 Months 
4 to 6 Mortths " \ ^ 
7 to 12 Montha 
' n to 2 Years ^ 
More Than 2, Years 



Patients- 
N^88 

% ^ 



27 
7 
4 

14 
48 



HEia.TH CARE PROVIDER 

i 

Physician 
** Nurse Cliniclflji 

HAS .PRIOR INSTBIJCTION 
Yes - 

No * . • 



72 
28 



65 
35 



• :^ — m 

itm OF PRIOR INSTRUCTION 




INSTOCtlON PROVIDaD BY 



PhyslciaC 



N-53 



' Less Than 3 Months ♦ ■ 31' 

4" to 6 Months v 5 

' 7 to 12 Months ■ , 2 

1 1 fo 2 Year© . . 12 

More Than 2 .Years , 46 



^4l 



Nurse Clinician » ' . ^51 
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; ' . ' # £ Sea Table 15, page 36 , Historical Teatures 
of Diabetic Patient's Ilinees and Education Provided. The ^rekkdown was 
as^ follow^: 27 percent t^re diagnosed leas thank's months ago, 7 percenti 
|4 to 6 months t 4 percent, ' 7 to 12 mo^thh, 14 percent^ 1 to 2 ymxk mnd 
48 peteent more thasf 2 y^rs ago. flhe health care provider fpr 72 percent . 
wall a physleiaij and for the rOTalnii^^S percent a ndrae clinician, SixtyT 
flve percent h&d prloip Instruction, 35^ percent 4^4 not. Of those that 
had * priom. Itis true ti^n, 31 percent 'had instruction less than 3 months ago, 
9 ^percent, 4 to 6 months, 2 percent, 7 'to 12 donths, 12 percent, 1 to 2 
^ yea^a and 46 percent mora than 2 years ago. Of the 65 percent who had' in-^ 
structlon, ,49 percent of the patients Kere given their instruction by a 
physician and 51 percent by a nurse clinician, 

* 2 -Dlscussldn. . * . ^ - 

This population had more retirees than the 
other seven learning systams, 48 'percent I and it was the only; ays tiem that 
didn't have dependents as the Hlghest^r ©present ed group. This was also 
reflected in the sex breakdown, 59 percent of £he population were male. 
Ml age groups \^re represented %s well as all occupational groups. It 
was also Interesting to note that only 65 percent of the population had had 
prlor^ Instruction and onl^ 27 percent were dlagtiosed less than 3 months ^ 
ago. This Is a sad cpTOentary on^ the state ,of the' health care delivery 
system. This illness requires, perhaps, more than any other that the 
patifent be an effective sel^ care agent. It's important to note that a 
physician provided educatiort>to 49 percent of ^he patients that received 
Instructlpna (53 patients out of the 88 diagnosed' received instruction, 
25 by a physician). The time involved to give 'quality basellnfe instruc- 
tion £or^ a diabetic patient requires anywhere from 2 to 5 hours, depending 
on the type of diet^ restriction and if they were on insulin. It's difficult 
to believe that a^ physician in the clinical^ area would have Aat amount of 
time to giv^ to his or her patiantsv In addition in some MEDDACS and. 
JffiDCENS nurse cliiilcians were spending the majority of their time either 
giving diabetic or hypertension education* With the dearth of prepared 
physicians fend nurs^ clinicians for the primary care areas this practice 
has to be questioned, especially when better methods are^ available that 
not oHly cost far less, and are more effective but save, valuable prof essional 
' time as well* 

Cb) ■ Patient Comprehension for the initial Encounter* 
< 1 Findings* ' . ' ^ 

* " = ' i Prior to the educationai intervention all 

patients coifipleted a multiple-choice questionnaire (pre-test) to deter- 
mine their knowledge and skills in reference to the following learning 
objectives (the objectives were . identified by a physician consultant ^ 
as feasible achievements for all diabetic patients) 

DIABEtES hfflLLITUS OBJECTIVES ,^ ^ 

Upon completion of this program the p^gtient will be able toi 

^ , Explain that diabetes is a. condition that can be GOntrolled* 
* EKplain that ^abetes is a condition that must be taken care 
of everyday. : ^ | ^ 



Bgfrlmift gets dlabens* 
Dsflnt diab#tM In iiisvle teras. 

* ^lylalfi th# importariet of diet. . 

" . Km three (3) main types of food the body gets ahergy fMoi, 

. D^tae insulin Mid itata its function 

, Define oral ^rugi and atat$ function, 

4 Ei^laln th^ Importance of physieal aetivity. 

, Sesaribii Vhat steps to fellow during an illness » infection» 

^ , ^ 0t sef^ere motional upset. , 

' , Describe Miy urine testing is important to the dlabetlQ*, 

* Explain urine testing for acetone. 

* Explain diabatia acidosis, ' ^ 
m List the symptoms ot insulin reaction* ^ 

' • Descrlbp what to do for an insulin reaction* ^ ^ 

, Explain insulin reaction. - 

^ # Describe wh^ to do for an insulin reaction. 

* Bcplain the importance of havlni some form of medical identi- 
fication. ' . 

* * Describe ^Aiy proper skin care and proper care of the feet and 
hands are import«it tp the diabetic. h , . 

\ ^ ;,lst severil foot conditions that should be brought t(^^^#i- 
clans* attention. ^ 

* Explain the taportance of a yearly eye cKmlnatlon* 

DIABETIC DIET OBJECT r/ES 

Upon collation of this program the patient will be able to: 

, Eiflftaln the t>^es of food. . ^ 

* Explain. food exchange lists. 

* Expialn^the Importance of eating the exact amounts of food* 
Explain what to ratch f or when purchasing canned or packaged 
foods. 

, Effectively plan menus using the exchange lists: 

a) Milk exchanges ' - 

^) Vegetable exchanges * 

c) Fruit exchanges 

d) Bread exchanges 

e) Meat exchanges 

f) Fat ^exchanges 

g) Foods allowed as desired 

h) Foods not on^the exchange lists 

SEU'-INJECTION O F IKSULIN OBJfeCTIVES * 

I - - ' ' I — - ■ 

Upon completion of this progrOT the patient will be able toi 

, Describe the physicians order regarding his/her insulin^ dose 
including kind^ strength » number of units, timing, ,and where 
indicated, the use of the sliding scali. 

. Specify that changes in the insulin dose should be^rdered by 
or guided by the physician. / i 




Bl^Ui^'tliiC fehtrt fire dlffsrint kinds and strengths' ©f In^lln} 
- 43 tlift th# shapt of rte bottla^d color of the label hsip to iden- 

^ tlfy tJm.d^^ t ^ " 

, . 'Reecgalp^ that each Insulin vial ha€ a color coded, ca^ to Iden-f . 
tlfy the^trenfth and is stsmpsd with ari axpiratiop date aftn 
* ^ ^ f^lch/lt shouj^d not be used, 

' Reeo^lse that Insulli should be refrigerated but n^t frowns 
* tha^ the v^al in current use need not be refrigerated* . 

■ \. . Rgeognln that; there are. dlfterewt kinds of Insulin ftyrlngei / 
' and that the syringe must "ftatch" fh* inmilln* e.g.* a U-40 , 
syringe should be used with U*4a insulin - U-80 with the U^SO 
fringe - tJ-lOO with the U-100 syringe. , 

* I^cognl^e that the use of the dual-scale syringe is not re^ ^ 
commended due to the great riiU of groMly incorrect measure^ 
nent. % -- ' 

* Identify the three parts of the syringe, ^ . 

* Specify the angle of the needle when it is inserted and note 

/ ^ how 'far it should be inserted, ; . 

. Explain the significance of smII air, bubbles in the barrel 

^' syringe, . ' .^^ 

^# R^ail whether a response is needed when there Is a large air 

bubble in the barrel. ' ./ 

* Describe how to clean the .top of the insulin bottle, 

, Deitonstrate how to fill the disposable syringe %rtth the pre^ 
scribed amount of Insulin, > . ^ 

* Demonstrate how to withdraw the needle from the Insul to- bottle, 

* Describe the steps in preparing the selected site for Iniectlon. 

* Demonstrate how to pinch the skin at the injection site, 

, Demonstrate the action of each hand^or holding the syringe 
. ' ^ and pushing the pluqger, * 

' , Describe the recOTmended pattern for rotation of injection sites 

* Racognlze the benefits of changing injection sites, 

* Specify that at least one other person should Imow how to^glve 
insulin when necessary. 

^ b Due to the length of the baseline diabetic In-- 
struction (2 consecutive weeksi first week^ general information {2 hour 
session} » second week, diet Information { 2 hour session} t and if on insulin, 
insulin instructionj for a one hour session as soon as required) and dif^ 
flculty of the subject matter there was a higher than usual dropout rate. 
Because of this it would be too confusing to list the baselines by compo- 
site score and/or by percentages. Instead the numbers of actual patients 
i>artlcipating In each of the initial pre/post test series were given. See 
Table^ 16, page 92 , Number of Diabetic Patients That Achieved the Criterion- 
Level i Initial Encounter, , ' " ^ 

c^ lor general information pre^test, 5> patients 
reached the criterion lev¥l, 48 patients rfeached the criterion level for 
the post*test. Diabetic diet, 24 patients were at the criterion Ifevel 
or higher for the pre-^test , compared to 36 patients for the post--test. 
This high baseline score was due to. prior diet ^instruction by a dietician. 
For those on Insulin the pre-test indicated 7 at the criterion 1 evil and 
17 after the educational intervention* ^ = ^ 



' \ : K J, Dlseusslon* . . ^ , % 

, " \ ' a It was InterBStlng tb note that most of the 

p«.tlant8"^ho Inltlaily Md© low icores on the general Information section ^ 
wmvm the ve^y patlenti who didn't return for .the- diabetic diet instruction. 
''■ ■ ' • • ^ ' - ^ " » ■ 

' / ' ih All patients who did not reach the criterion 
level had to bi recycled/ This system required more reinforcement than 
any saier sy^t^ because of the length and dlfficuKy of the subject matter. 
During the tnitractional design phase there was mm^ question about brea^- 
tog.thfe sessions down into smaller units. However, most of the p#£ients 
used f^r the format ive evaluation balked at ttie idea because of the addi- 
tional tr^^^el time, time iWay from work, etc* 'that would ^e involved. , 

(c) Batient Comprehension for Che Initial Encounter and 
Six Month Assessmente 



See l^ble 17 j pagp^ 93 f Percentage of Diabetic 
Fafelents That Aciiieved the 'criterion tevtl for the Six Month Assessment, 
The'composite ret ention score for the eight patients that participated In 
'fche stK- month follpw»up wasn't that hf-gh. Fifty percentVachieved the cri- 
terion le^l and 50 percent did not. In exml^ing the individual sections 
ItXappeared that the diabetes information saction had the lowest retention 
rate, whila the diabetic diaC and insulin therapy sections did not. It was , 
probably related to the fact that what knowledge you don't use you lose. The 
patients practiced diet and insulin therapy daily. ^^^^ Due to theJ^small num- 
ber of subjects, eight, a score distribution wasn't done as was for the 
Inltlfil encounter, ' 



(cj) Pa^tient Behavioral- Baseline for Initial Encounter, 
Findings* . ^ 

^ See Table 18, page 94 , Diabetic Patient Be- , 

hwloral Baselinesi Ini1:ial Encounter. In gelation to examining urine 
for sugar and ketones the baselin^ii weren't too Impressive, 58 percent 
didn't check urine at all and 73 percent didn't check for ketones. Only 
50 percent followed^ the food exchange list and 48 percent did not and 2 - 
parcent were not on diet therapy. Fifty-two percent of the population. were 
not on medication and of the 48 percent on medication, 44 percent knew the 
drugs and action. Fif ty--foun percent maintained an exercise program., of 
those 48 patients, 25 percent fexercised mcfderately, 67 percent vigorously 
and 6 percent stremiously. Eighty-three percent of the 48 patients ex- 
ercised daily, 15 percent twice weekly and 12 percent weekly. Ninety per- . 
cent of the population maintained proper foot care, 

^yAustibel,':b.P., "A Subsumptlon Theory of Meaningful Learning and Re- 
'tentlon," Journal of General Paychology, 1962, 213-224. 
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2^ Discussion. - , , 

Baselines were Ipw in examining urine-j perhaps 
this wasn't stressed by the patients V health care providers* Only 50 per- 
cent of 98 percent of the patients who were suppose to follow the exchange 
list did. It could be that the patients took the question literally and perh 
some of the 48 percent answered negativB^ly because they may have had an 
idfea of the amounts of foods (that came from practice) and felt they didn't 
need to yse an exchange list. Or it could be an indication that they were 
becoming lax and not following orders, in which case they would need booster 
patient education* And only 54 percent maintained an exercise prd^ram. 
The data revealed that practically all the patients in the. population could 
have benefited from some type of patient education whethet they had prior , 
Instruction or not. . * , 

- ■ : J r 

(e) Patient B€haviOTal Baselines for the Initial Encounter 
and Three Month Assessment^ 



See Table 19, page 96 , Diabetic Patient Be- 
havioral Baselines for the Initial Encounter and Three Month Assessment, 
The behavioral results of the 15 patients follows: 13 percent more had 
negative urine results compared to the basellM and more patients were 
checklni their urine for both sugar and ketones. Four percent more were 
following the food exchange lists; The mean weight decreased by live 
pounds. Additionally, 14 percent more were taking their medidations and 
the same ni^ber knew their drugs and action. Seven percent more maintained 
an exercise prograin, although more changed their type of physical activity 
from vigorous to moderate. Seven percent increased frequency to daily* 
No change in maintai/i^ adequate sleep or rest and 33 percent more patients 
maintained proper foot care, 

(f) Patient Behaviora l Baseli nes for t he Initial Encounter ^ 
Three and Six Month Assessment s- 

l_ Findings, « 

See Table 20, page 98 * Diabetic Patient 
havioral BasellneL. for the Initial Kncounter, Three and Six Month Assess- 
ments. The behavioral results of the eight patients follows: No sign!-- 
flcant change In testing urine for sugar ard a decrease of 24 percent from 
the thrfee month outcome for negative ketone. Seventeen percent more pa- 
tients followed the food exchange list and a six pound loss in mean weight 
from the baseline and a three pound loss from the three month follow-up* 
Thirty-five percent more patients were taking their medications compared 
to the three month follow-up. All of those, taking medications knew the 
drugs and actions. There was a 25 percent increase in patients who main- 
tained an exercise program, typB and frequency also changed in the^esir^ 
direction. All patients now claimed they maintained adequate sleep,- rest, 
and proper foot care . 
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T^LE 16 

NUMBER OF DIABETIC PATIENTS THM ACHIEVED 
TOE CRITERIpN LEVEL i INITIAL ENCOUNTER 



GROUFS 



GENERAL INFORMATION 
Pre-Test 
DIABETIC DIET 

■ Ns46 
Pre-Test 
Po&t-Tut 
INSULIN TOERAPY 

N*17 
Pre-Test 



0-29% 



30-49%, 



50-69% 



70-79% 



18 

'0 



1 
0 



1 
0 



23 

I 



1 
0 



33 

13 



12 



4 
0 



9 

19 



8 
5 



4 
0 
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TABLE 17 ^ 

PERCENTAGE OF DIABETIC PATllNTS^ THAT AGHTEVED 
Tffi CRITmiON L^EL FOR^ THE SIX MONTH ASSESSMENT 



GROUPS 



INITIAL SIX MOOTH 
ENCOUNTER ASSESSMENT 



COIffOSITE SCORES 

\ _ . — 

Below 80% Pre-Test 
Above. 80% Pre-Test 



100 
0 



Below 80% 'Post-Test 
Above 80% Post-Test 



37 
63 



SO 
50 



DliffiETES INFORMATION 



• Below 80% Pre-Test 
Above 80% Pre-Test 



100 
0 



Below 80% Post-Test 
Above 80% Post-Test 



50 

50 



75 
25 



DIABETIC DIET 



Below 80% Pre-Test 
Above 80% Pre-Test 



63 
37 



Below 80% Post-Test 
Above 80% Post-Test 



50 
50 



25 
75 



INSULIN THERAPY 



Below 80% Pre-Test 
Above 80% Pre-Tt;st 



66 
34 



Below 80% Post-Test 
Above 80% Post-Test 



0' 

100 



25 

75 
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TABLE 18' 

DIABETIC PATIHJT BEHAVIORAL BASELINES: 
INITIAL" EN C0UNTH:R, 



OUTCOMES 



INITIAL 

N«88-% 



REaJLTS^OF URINE TEST ( sugar) 

Negative 

1 Plus 

2 Plus 

3 Plus 
'4 Plus 
Not Done 

RESULTS OF URINE TESTS (ketones) 

Negative 
Trace 
Moderate 
Large 
Not Done 



19 
10 
8 
4 
1 
58 



22 
2 
2 
1 

73 



FOLLOWS EXCHANGE LIST 



-^es 

No 

N/A 



50 

48 
2 



V?EIGHT Cpounds) 

Mean 
High ' 
Low 



180 
290 
ICS 



TAKES MEDICATION 

Yes 

No 

N/A 

Don't Know 



48 



52 
0 



KNOWS DRUGS AND ACTIONS 



Yes 
No 



44 

56 



94 



no 



tABLE IS'cdnt. 



OUTCGMES 



MAINTAINS OERCISE PROGRAM 

Yes 
No 

TYPE 'OF PHYSICAL ACTIVITY 

Sedentary \ 
Light ^ 
Moderate ^ 
Vigorous 

Strenuous ^ 
EREQUENCY OF PHYSICAL ACTIVITY 
Daily 

Twice Weakly 
Weekly 



INITIAL 
N*88-% 




ADEQUATE SLEEP AND REST 

Yes 
No 



87 
13 



MAINTAINS F ROPER FOOT CARg- ' 



Yes 
No 



/ 



\ 



90 
10 



1 1'^ 



95 
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( ' X TABLE 19' 

OlABETiC\PATIENT BEHkviORAL BASELINES F.OR THE INITIAL 
^COUNTER AND IHREE MONlTi ASSESSMENT 



OUTCOMES 



RESULTS 



ol'URlN 



E TEST (sugarl 



Nagative 
1 Plus 

A Plus 
Net Done 

ilESUlsTS OF URINE TEST (ketoneB) 



Negative 
Trace 
Moderate 
Large 
Not Done 



FOLLOWS EXCHANGE LIST 



Yes 

No 

N/A 



INITIAL 

N^15-% ^ 



4 



17 
0 



3 Month 
N=15-% 



27 , ■ 


40 


13 


27 


0 


' '13' 


'7 


-13 


0 


0 


53 






it 


13 


26 




7 


■0 


^ 7 


0 , 


0 


8f 


60 



87 
13 
0 



VEIGHT (pounds) 

Mean 
High 
Low 



171 

296 
122 



166 
290 
121 



T^aS MEDICATION 

, Yes 
No 
N/A 

Don*t Know 
KNOWS DRUGS AND ACTIONS^ 



53 







i . 


53 






67 


0 






0 


47 


33 


0 • 


0 



67 
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OUTCOtffiS 



INITIM. 



3 Month 



MAINTAINS EKERCISE PROGRM 



Yaff ' 

No , ^ ^ 

^ T^E. OF I^HYSldAU ACTIVITt 

^edent^y \ 
. Light -"1 
Moderate 
Vigorous 
Strenuous 



FREQUENCY OF PHYSICALr»ACTIVITY 



Daily 

Twice Weekly 
Weekly * 

1 ■ 
ADEQUA'^E jSLEEP AND REST 

Yes \ 
No 

MAINTAINS PROPER FOOT ^ARE 

Yes 
No 



,73 






80 r 


27 




20 > 








8 








0 






• 17 




27 


67 




55 


8 




9 


75 




..92 


25 




18 


a 






93 




93 


7 




7 


67 




100 


33 




.0 




DIABETIC PATIEOT^EHAVIOR^ BASELINES FO^ THE ^XNITIAi ' 
. ENqOUNTER, THREE AND SIX M^TO ASSESStffiNTS; 



OUTCOMES 



INITIAL 



3 Month 



^SULT^ or IJRINg TEST '(iugarX 



1 Plus 

2 Plus 

3 Plus 
A Plus 
Npt Dont 

RESULTS OFURINE TEST (ketones) 



Negative 
Trace % 
Moderate 
*LaBge 6 
.^Q% Done 

FOLLOWS EXCHANGE LIST 



Yes 



N/A 

^ WEfGHT (pounds) 

Mean '' 
High 
•t Low 



^ 174 

" 1290 
121 



171 

296 
122 



6 Hpnth ' 





53' 


\ 

. 50 






' 26 




13 


- 12 




/ 7 


, 12 


0 




0 


^ 0 . 


0 


■ ••-^ P 


/ 






25 




63 


0 


0 


12 


12' 


0 


0 


0 


0 


0 


63 • 


13 


25 








^ ■ i8 ■ . 


83 


100 


12 


17 


0 


0 


0 


0 



168 

300 
125 



T^S MEDICATION 

Yea 

Ho 

N/A 

Pon*t Know 

IQIOWS DRUGS AND ACTIONS 

Yes ^ / 

No 



) 



75 

25 
0 



100 









53 ■ 






88 


0 








47 




12 


0 




0 



100 



/ 



,100 
0 
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\ 



^ABLE 20 



tes . 
No 

TYPE OF PHYSICAL ACTIVITY ^ ^ 

Sedantary 
Xight 
Moderate 
: Vlgordfes 
Strenuous 

_^ ^ FREQUENCY OF PmSICAL ^^IVITY 
^ Twice Weekly 



APEQUATE SLEEP AND REST 

Yes 
No 

MAiOTAiNs Proper EOOT care 

Yes 
No 



,IH*riAL , 



27 



12. 
' 0 
25 
63 
0 



75 
25 
0 



B3 
17 



63 
37 



3 'Month 
N=8-% 



, 73 ^ 



25 




93 
7 



100 
0 



A Month 



100 — I 



0 
0 

ts 

50 
17 



3 
17 
0 



100 

0 



100 
0 



) 



99 
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2^ Discussion. 



It appeared^ from the data of ^ the behavioral 
outcomes that it took patients at least ^fx months to change all the 
outcomes in the desired di^eccion. More (^e^should be devoted to 
examining booster levelp and long^^^ifAlIt l^l B^E^®^^ education. 

(5) Weight Control. ^ ^ ^ ' ' ' 

. (a) Clinic Patient Po^latlon 'for thfe'lnltial Encounter ^ 

y ^ Finaings. ^ ^ 

' a Seventy-ont overweight patlenta Tecelved tl^e' 

Initkal health ed^jcation on weight control. The initial session cqnsiited 
,of two, one hour appoinments in two consecutive weeks* Ten^ returned f©^ 
the three . month follow-up and two for the six month follbw=up* 

h_ All of the overweight patients referred to the 
learning center were problem patients (lacked motivation) for either 
the physician, nurse clinician, or dietician. Host didn't want to come 
for an appQintment to begin with* They were fat and happy and really 
didn't want to lose weight. Some follow-^ups the health educator was 
unable to schedule because the learning center closed August 1977* How-^ 
ever, the majority of the pltients in this group were obese individuals 
who lacked motivation about their personal well being. These individuals 
lived to eat rather than ate to live, 

_c See Table 21, page 101, Demographic^and Socio- 
econpmic Characteristic's of Weight Control Patients: Initial Encounter. 
Th^mographic and socioeconomic brelkdoTO was as follows : Nine percent 
wfre active daty, four percent retirees, and 87 percent dependents, 
Eifihty^nine percent were female and 11 percent male. All ages were re^^ 
prfesented except for 61 years and older. Eighty-seven percent were mar- 
ried and 13 percent were single. Twelve percent were in junior high ^ 
school,' which indicated a fair number of obese teenagers, 40 percent had a 
high school education, and 35 percent 1 no 3 years ©f college. The main ^ 
occupation represented was housewife. \ 

d^ Refer to Table 22,^ page 103^ Historical Features 
of Weight Control Patients* Illness and ^Education Proved* Initial En^ 
counter, Sixty^eight percent have been diagnosed mo|e than two years 
ago, 15 percent, 1 to 2 years ago, 3 percent, 7 to li months, 8 percent^ 
4 to 6 months, "^and 6 percent, less than three months A The health care 
provider for the majority of the patients was a physlc^^an, 87 percent, 
and a aurse clinician for 13 percent. Forty-one perp4nt of the patients 
never had weight control instructions, 59 percent hid prior Instruction. 
Forty-one' percent received their instructions more than 2 years ago, 38 
percent less than 3 months ago, the remaining 21 percent were somewhere 
in between. A dietician gme the instruction to o2 percent of those 
patients who had instruction, 24 percent were given instruction by a 
physician, and 14 percent by a ^nurse clinician. Thirty-^nine percent had 
an overweight spouse, 25 percent overweight children, and 55 percent had 
parents who were overweight, either maternal, paternal * or both. 



•/ - TABU 21 

DQIOGR^HIC AND SOCIOECONOMIC CHARACTERISTICS 
' • OF WEISirr CONTROL PATIENTS; INITIAL ENCOUNTER 



Bemographic and Socioeconomic Patients 
Variables . . N=71 



AGE 



RMIK O F KILITARY 

- 1 — i 

Active tollsted 

E-1 thru E-6 ' ' 6 

E-7 thru E-9 1 

Aetiva Officer 

Company Grade - ' 1 

Field Grade 1 

Dependent ^^ 

Retired Enlisted 

E-1 thru 0 
E-7 thru E-9 *1 

Retired Officer 

Company Grade 0 
Field Grade 3 

Male * 11 

Female ' 89 



less than 15 4 

21-30 20 

31^40 30 

41-50 18 

51--60 2^ 

61 and older 0 



■ 1.9 

101 




cont • 



;raphic 



and Socioeconomic 
arlabres 



MARITAL STATUS . 

Marr led 

Widowed 

Single 

Engaged 

Divorced 

Separated 



EDUCATION CO>gLETED 

ElMentary (grades 1-6) 
Junior High (grades 7-^8) 
High School (grades 9-^12) 
1-^ Years College 
Baccalaureate 
Master* s Degree 
Doctor *s Degree 

OCCUPATION 

Unemployed or Retired 
Housewife 

Administrative (office work) 
Technical Specialist (mechanical) 
Professional (non-medical) 
Combat Related (line groups) 
Student (full time) 
Blue Collar (cuEtodial) 
Medical Professional (RN,MD,DDS) 
Other 
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TABLE 22 



ftlSTOMCAL FEATURES OF WSTGHt' CONTROL PAT|raT'S 
ILLKESS AND EDUCATION rROVIDEp^ INITIAL ENCOUNTER 



Historical Features Pattfints 

% 



TIKE SINCE DIAGNOSED 

Less "^an 3 Months ^ 
4 to 6 Months ' , ® 

)7 to 12 Months ' ^ 

1 t6 2 Years 
Mora Tlian 2 Years 

HEALTH CARE PR OVIDER 

Physician ^ 1^ 

NurseClinlclan *^ 

HAS lUD PRIOR IN5TRUCTI0H ^ » 



tea 
No 



TIME OF PRIOR INS TI^.UCTION 

Less Than 3 Honths 
4 to 6 Months 
7 to 12 Months 
I to 2 Years 
More Than 2 Years 

TKSTTOCTIOH PROVIDED BY 

Physician 
Nurse Clinician 
Dietician 



OVERUEIGHT SFQUSE 

Yes 
No 

OVERWEICHT CHILDREll 

Yes 
No 

mT.RWEICTT FARO^TS 
Maternal 

Paternal . 
Both 



59 



N-43 
% 



38 
7 
0 
14 
41 



24 
<14 

62 



N-71 
% 



39 
61 



25 
75 



35 
10 
10 
45 



2 Discussion, - . 

/ . ^ The data clearly Indicated that there was a need 

=nrh PACOMED to save both valuable prof estional time and 
for a program such as PAC^URtu to - . health care providerB- were not 

ttoney. Further, thfr^ data revealed .that the h.aitL ? ^^^^^ .^^^^ giving 

fully accountable in the area ° -^^J^^l^^^^i^ (phys^ians /'.dieticians . 

T^^^:^ p^^- ^^^^^^ — . 

claimed to have o%«-se husbands. 



,-1 u,„ci,',n i^"'- '■>^o Tniriai encounter, 

(b) PnM-pnr Comprchensiun 




^ Findings. 

, 11^' or to the educational intetvention all pa- 
- , . itl.fJtice questionnaire (pre^test) to determine 

tlents completed a ™^Jtiple^i=e learning objectives (the ob- 

Slble achievements for all ^.exsht conLi__ 
HKN gRAL INFOimATIOjLM JIgHH 

Upon completion of this program the patient will be able to= 
. Explain how to treat their digestive system. 
. Define overweight/obesity. , , ./obesxtv- For example: 

, List four- main causes ot, l^c^. of will 

overeatins, social pressures , ^ lack ot exerc_ 

VO^BT. ..,e,tlv related to Obesity. For example: 

. List five dirfeaset, directly rei- disease, postsurgical 

. hypertension, ^^^"^ ' on back and joints 

complications, hypoventilation, strain on 

ExpSn'what\he overweight/obese -patient's attitude to^^^^ 
' Explain the importance of self -motivation. 

: SnSat his/her^ ideal ^^^^^ ,kning con- 

List the advantages the patient wxii nav . 
• ' trol of his/her weight. 
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Vpoa n^lmttm ©f this pregram the patlrat will be able toi 

• lieplaln the role of exefeise In relation ta weight reduction 
Md control. For eximplei The benefit of balancing activity 
with caloric intake i The benefit of various types of exercise 
and how t^ay i^late to life style* 

. beplain food exchange lists, 

• Ixplain the types of food. I.e., protein, fat, fruits, etc* 

• E^lain the Importance of eating the exact aaounts and types 
, fw d recoamen ded for dally consmptlon* 

^ *ftTCtlvely plan oenug using the exchange iists i 
^tJ-fc sxchanges 
. K . b^^^getable exchanges 

c) Fruit exchanges 

d) Btead exchanges . ' 

e) Meat exchanges 

£) Fat excha^es ^ ^ 

g) Fo.ods allowed as desired 

h) Foods not on the exchange lists 

'J. ' b^ "See Table 23. page 106* Percentage of Weight 

Control Patients That Achieved the Criterion Level i Initial Encounter- 
For the composite scoria a percent reached the criterlon^fevel on the pre- 
test and 92 percent did not. For the poet-test, 89 percent reached the 
«lterion level and lUpercent did not. See further breakd©^ of scores 
for general inf oriaation and physical activity/food exAange. 

■ .. m 

2^ Discussion. 

The lo\t baselinft scorea Indicated that the 
previous Instruction wasn't very inforraatlve and lasting, also a number 
of patients had never had instruction. 

„ , Patient Comprehension for the Initial Enco unter and 
SIX Month Asses Bment f ~' ~~ — ~~ 

See Table 24, page 107, Percentage of Weight 
Control Patients That Achieved the Criterion Level for the Six Month As- 
sesBoent. One hundred percent of the patients were at the criterion level 
or above six months later. Since there were only two patients, no Inferences 
can be drawn. 
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TABU 23 



niC^Abl OF WEIGHT COKTML PATIENTS THAT ACBIEVED 
TTO CRIT^ON LEVELS INITIAL ENCOUNTER 

' ' N-71 — % 



GROUfS 



Pre-Test 



0-29% 



'Pre-Test 

CTNERAL INFOBMATION 
Prs-Teet 

pmSICAL ACTIVITY/ 
PO0D KCHANGEl 



4 
0 

4 
0 



3 
0 



30-49% 



23 
0 

28 
Q 



50-69% 



67 
3 

62 

S 



61 
3 




70-79% 



8 
I 



10 
5 

/ 



80-100% 



8 
S9 

2 
#9 



18 

92 



106 



124 



ERIC 



TABLE 24 



PttClKTAGE^OF WEIffltT CONTROt PATIQJTS THAT 
ACHIEVED THE CRITERION LEVIL FOR THE 
SEC HOHIH ASSESSMENT 

N-2-% 



GROUFI 



eOHfOSITE SCORES 



INITIAL 
ENCOUNTER 



SIX MCa?TH 

iSESSMENT 




Below 80% Pie-Test 
Above 80% Pre-Test 



50 
SO 



Below 80% Post-Test 
Above 80% Post-Test 



100 



100 



GENERAL INFORMATION 



Below -80% Pre-Test 
Above 80% Pre-Test 



50 
50 



Below 80% Post-Test 
Above 80% Post-Test 



100 



100 



PHYSieAL ACTIVITY/ 
FOOD EKCHMGE ' 



Below 80% Pre-Test 
Above 80% Pre-Test 



50 
50 



Below 80% Post-Test 
Above 80% Post-Test 



100 



100 



107 



125 



' ^ / (4) * Patient BehavlQfal Baselines for the Initial Encounter. 



4 See Table 25, page 109, Weight Control Patient 
Behavioral Baselines for the Initial Encounter. Weights are not relevant 
Witll shown with comparative data^ Fifty-four percent maintained an. exer- 
cise program, 46 percent did not. Of the 54 percent that maintained a^ 
exercise progranit 32 percent fexerclaed moderately, 47 percent vigorously, 
and 18 percent strenuously* Sixty-slK percent exercised daily, 26 percent 
twice weekly, and 8 percent weekly* Fifty-nine percent stated they under- 
stood their caloric limitations, 11 percent did not, apd 30 percent felt 
they didn't have any limitations. Seven percent attended weight watchers, 
18 percent did not, but= felt a need, and 75 percent didn't feel a need for 
assistance in losing weight. Type of snacks consumed included i carbohy-^ 
drates, 16 percent, protein, 3 percent, fat, 8 percent, fruit, 28 percent, 
milk, 4 percertt, bread, 18 percent, and none, 23 percent. Slxty-slx per- 
cent ate from 1 to 5 snacks per day other than their three meals, 8 per- 
cent from 6 to 10 snacks, 3 percent from 11 to 15 snacks and 23 percent 
had no snacks. Twelve percent were on medications for weight reduction, 
50 percent of those on medication knew the drug and action while 50 percent 
did not. Eighty-Height percent didn't take medication for weight reduction 
and of the 12 percent on medications, 8 percent took their medications 
irtiile 4 percent did not. 



(a) Pati^t Eehavloral Baseltfies and Outcomes- for the 
Initial Encounter and Three Month ABsessment. 



_a See Table 26, page HI, Weight Control Patient 
Behavioral Baselines and Behavioral Outcomes for the Initial Encbunter and 
Three Month Assessment, The mean weight dtopped 5 pounds for the 10, patients 
Thirty percent more started an exercise program, however, 13 percent went 
from vlgorgus exercise to moderate, but 17 percent increased their frequency 
to daily. Twenty percent more claimed they understood they had caloric 
limitations and 40 percent were now attending weight watchers. Ten 
percent of one patie?it changed his snack from bread to protein. Twenty 
percent either decreased snacking or ceased altogether., and the 50 per- 
cent that formerly didn't know their drugs and action now did, and the 
compliance rate changed accordingly,* 
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TABtE 25 



VllSHf CONTROl* PATIENT BEHAVIORAL BASELINES 
' FOR THE INITm ENCOUNTER 



OJTCCMES 



Agro^ WEIGHT (pounds) 
Kean 



MAINTAINS EXERCISE PRQGRM 



t 



No 

TYPE OF PHYSICAL ACTIVIT1? 

Sedentary 

Llghtn 

Moderate 

Vigorous 

Strenuous 

FRioUMCY OF PHYSICM, ACTIVITY 
Dally 

Twice Weekly 
Weekly 

imDERSTANDS LDIITATIONS OF 
' CALORIC INTAKE 



Yes ^ 

No 

N/A 

REGPLAR ATTENDMCE AT WEIGHT 
WATCHERS, ETC ^ ; ■ 

Yes 

No 

N/A 

TYPE OF SNACKS CONSUMED 

Cafbohydrates 

Protein 

Fat / 

Fruit 

MUk 

Bread 

None 




INITIO 

^71-% 



176 



54 




59 
11 
30 



7 

18 
75 



16 

3 
8 
28 
4 
18 
23 
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OUTCOifflS 



WmSTO OF SNACK T DIES /DAY 

I to a 

6 to 10 

II to 15 

More" Than 15 
None 



TAKES tffiPIG 



Yes 
No 

N/A ' 

i ' '_ 

mm% DBUGS AND ^CriONS 

/Yea 
■ No 



INITIM,, 
N-71-% 



66 
8 

3 

0 

23 



8 
4 



88 



50 
50 
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TABLE 26 



WIGHT CONTROL PATIENT BEftAVTORM. BASELINIS AITO 
tmCWEB FOl THE INITIAL ENCOUNTER 4«D THME MOOTH ASSESSMENT 



OUTCOMES 



' INITIAL 
N-10-% 



tee 
Ho 

TTffE OF PHYSICAL ACTIVITY 



Light 

Vigorous 
Strenuous 

FBEQUEMCY OF PHYSICAL ACTIVITY 

Dally ' 

Twice Weekly 

Weekly 

UNDERSTANDS^LDIITATIONS OF 
CALOMC INTAKE 



Yes 

No 

N/A 



REGULAR ATT^DANCE AT WEIGHT 
WATCHERS, EfC^ 



Yes 
No 



3 Month 
N-lO-% 



WICHT (ppu^ds) 
HMD 

WgNTAINS ECERCISE PROGRAM 



175 



170 



I 30 h 



80> 
0 
20 



0 
10 
90 



70 




40 


0 






0 


0 




0 


33 




50 


67 




50 


0 




0 


33 




50 


34 




33 


33 




17 



100 
0 
0 



40 
0 
60 



TYPE OF SNAQCS CONSU>ffiD 

Carbohydrates 

Protein 

Fat 

Fruit 

Milk 

Bread 

Nmie 



10 
0 
0 
20 
10 
20 
40 



10 
10 
0 
20 
10 
10 
40 



111 



129 



TABLE 2d ecmt. 



OUTCOMES 



HTOBBIt^OF SKAQC TIMES /PAY 

I te 5 
6 to 10 

II to 15 

More Than 15 
Hone 4^ 



TiUCES MIDICATIONS 

Tes 

No 

H/A 

PiOWS DRUGS AW ACTIONS 

Yes 
Ho 



IHITIAL 

N-10-% 



40 

0' 
20 

0 
40 



90 



0 U 

100 



3 Month 



40 
0 
0 

, 0 
60 



0 






10 


10 






10 



80 



50 
50 



-i? 
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(f) Patient Behavioral Baselines and Outcomes for the 
l^ttlal Eneounteg^ Three and StK Month Assessment. 

1^ Findings/ 



See Table 27 » page lU, Weight Control Patient 
Bthsyloral Baselines and Outcomes for the Initial Encounter^ Three and Six 
Month Assessments* . The comparison data for the two patients £ollowsi 
Mean drop in ^lgh^l4 pounds, 50 percent Increase In exercise, 50 percent 
Increase from moderftfi. to vigorous i and no change in frequency. No change ^ 
In understands oplorl^ limitations or attendance at Weight Watchers. One 
^ hbndMd ^aroent^hange in type of snack eonsimed, ng change in nimber of 
snaeks per day. I Neither patient was on medications . 
' . ? 

2 Discussion* ' . 

. This data suggested that In addition to saving 

professional time and cost 'of patient education the SA approach was ef- 
fective in changing behavior in the desired direction* Because of the 
high dropout rate for the weight control patients, perhaps more resources 
should be allocated to motivate the patients to return for follow-up visits. 
This qould easily be done by^ sending a post card or letter approximately 
one week before the follow-up appointment and a telephone call to remlnd_ _ _ 
the patients again of their appointtaents one day prior to the visit. » 

(6) Breast Self EKOTinatlon. 

(a) Clinic Patient Population for the Initial Ehcounter* 
Findings. ^ 

a Fifty^six patients received Initial health 
education on "Breast Self Wxamination. Only eight were able to return 
for the six month . follow-up, , 

b The rate of non returnees was high because 
the learning center was closed August 1977, and there wasn't sufficient 
time for follow-ups. 

^ ^ See Table 28, page 116, Demographic and Socio- 
economic Characteristics of Breast Sklf Examination Patients: Initial En- 
eounter. The population categories of the 56 patients follows! Two per- 
cent were active duty while 98 percent were dependents. All patients 
were female, 67 percent were between 30 to 50 years of age 
and 94 percent were married. Seventy-three percent had either a high 
school or 1 - 3 years of college educational level. The majority, 67 
percent, were housewives . 

A^yCraddock, D., Obesity and Its bfanagement (Edinburgh, E. and S, Living- 
'ston, LTD., 1969). 

l^Ostare, J.F., "Comments on Obesity," World jllde Abstracts , 1963, 6l 8* 
12lMayer, J*, Overweight (Englewood Cliffs, Prentice-Hall, Inc. , 1968), 
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TABLE 27 

' miam contiol patieot bihavioral baselikes and outcomis 

f OR THE aiTlAL KICOimrak, raRlE AND SIX MONTH ASSESSfffiNTS^ 



OUTCOMES 



WtWtt (Founds) 



173 



3 Month 
N«2— % 



161 



6 Month 
N-2— % 



159 



M^ j g ffT^fpg _KERCISE PROGRAM 
Ho 

T^E OF PHYSICAL ACTIVITY 

Sedentary 
Light 
Moderate 
• yigorfUi 
Strenuous 

FREQUENCY OF PHYSICAL ACTIVIg 

Dally 
Twice Weekly _ ^ 
Weekly 

nNPERSTANDS LDIITATIONS OF , 
CALORIC INTME 

tes 

No 

N/A 

REGUL^ ATTEroANCE AT WEIGHT 
WATCHBRS, ETC. 



tes 

No 

N/A 



*' TYPE OF SNACKS CONSUMED 



Carbohydrates 

Protein 

Fat 

Fruit 

Milk 

Bread 

None 



lOO 
0 
0 



50 
0 
50 



50 
0 
0 
0 

0 

50. 
0 



100 
0 
0 



50 
0 
50 



0 

0 
50 
50 
0 
0 
0 



r5o_ 


1 




100' 






100 




50 




0 




0 


0 






0 






0 




100 




0 




0 




0 




100 




50 




0 




0 




50 




0 




0 




0 




100 




100 




100 




. 0 




0 




0 




0 




0 




i 0 





100 
0 
0 



50 
0 
50 



0 

0 

0 

100 
0 
0 
0 



132 



114 



TABLE 27 cone. 



CCHES 



3 Mottth 
N^2— % 



.ic 



6 Honth 



WmBER OF SMACK TmES/DAY 

1 to 5 
6 to 10 

U t o IS , 

Rone 

TAKES MfSICATIONS 



' Tea 
No 
N/A 

KN'WS DKJGS AND ACTIONS 

There were no data for this 
section because neither of the 
patients were taking medication. 



100 
0 
0 
0 
0 



0 

0 

100 



100 
0 

d 

0 
0 



0 
0 
100 



100 
0 
G 
0 
0 



0 
0 

lOO 



0 



r 



115 



Mi 



TABLE 28 

.. . . • _ _ ' • 

DE!OCRAPHld AND SOCIOECONOMIC CHARACTERISTICS 
Of tmiSt SELF EXAfflNATION PATIENTS? INITIAL ENCOUNTER 



fi^ographie and Secloecononlc 
', Variables 



ILim OF MILIT^Y 



SEX 



Hale 
Female 



AGE 



21 to 30 



41 to 50 
51 to 60 
61 to 70 



T 




Active Enllited 

E-1 thru E-6 2 

1-7 thru E-9 " 0 

Active Officer 

Company Grade ' 0 

Field Grade 0 

98 



Retired Enlisted 

1-1 thru ^6 0 

1-7 thru E-9 , 0 

Retire Officer 

Company Grade 0 

Field Grade 0, 



0 

•100 



0 



less than ,15 . ; . 

16 to 20 ' 4 



14 



31 to 40 3^ 



30 
11 
2 



70 and older 2 




t^Ll 28 cent* 



Denogrsphle «nd Soelod^onomic 
Variables * 



Fatlsnts 
K*56 
% 



m^ITAL STAtUS - 

Mmvt imA — 
Wldowad 
ilngla 
' Ingagsd 

Dlvoresd / ^ 

Stpavatsd 

EWCATION COtgLETED \ , 

- ll^tntary (grades 1-t6) 
; J\ini« High (grades 7^8) 

High Schoal (grades 9-12) 

I'^S Yea^B College 

Bacoalaurea^e / 
. Master 's ^De^ree 

^DoQtdr'e Degree 

QCCPPATION , 

Unemployad or Retired . 
Heusewlfe * . . /^V 
Administrative (off Iceiwork) 
% Technical Spficlailst (mecHanlcal) 
Professional (non -medical) 
Combat Related (line groups) 
Student (full time) 
Blue Collar (custodial) ' 
Medical Professional ,(RN,tm,plOS) 
Other , , It . - 



94 - 
0 
4 
0 
0 
2 




10 



39 
13 
2 
0 



2 
67 

14 ■ ' 
4 
2 
0 
2 
'2 
0 
7 






MsioWCAi mniBEs of breast self examination 

fiOltXtB AND E0UCATIQ1I PROVIOED: INTITAL ENCOUNTER 



Rlsfcovlcal f ea feuf es 



mj^TH CARE PROTIDER 



«AS Hi^ P^OR INSTRUGTIpN 



Yes 
No 



TnC OF PRIOR INSTRUCTION 

Less 'Than 3 Months 
4 to 6 Months 
7 CO 12 Months 
1 to 2 Years 
' Kere than . 2 Years ■ 



INStfalJCTIONS PROVIDED BY 



yslclan 
■urse Clinician 



Patients 
N-56 . 
% 



98 
2 



I 46 



54 



85 
15 




NUMBER OF CHILDREN 

■ 1 ! : ' " • ■ 

5 or More • 
None ' , 

AGE WHEN FIRST CHILD WAS BORN 

15 to 20 

21 to 25 

26 to 30 

31 to 35 

36 to 40 ■ 

40 and Ahov^ 

AGi WHEN LAST CtgLD WAS BORN 

15 to 20 ,■ 

21 to 25 

26 to 30 
. 31 to 3a 

36 to 40\ I 
.. 41 and Aoove 



14 
36 
27 
11 
Z 
11 



8 
68 
16 
6 
2 
0 



9 

24 
30 
22 
i-13 
2 



TABLE 29 cont. 



Historical Features 



ERIC 



DID YOU BREAST FEED 

Yes 
No 

HOW MANt'^ CHILDREN 

1 

2 
3 
4 

5 or More 
BOW LONG FOR EACH CHILD 

2 Weeks 

1 Month 

2 Months 

3 Months 

4 Months 

5 Months or Longer 
FAHILY HISTORY OF RANGER 

Yes 
No 

CANCER OF THE 

Colon 
Breast 
Uterus 
Cervis 

WHAT AGE AT M ARRIAGE 

15 to 20 

21 to 25 

26 to 30 

31 to 35 

36 to 40 

41 or Older 
Not Married 

PREVIOUS BREAST BIOPSIES 

Yes 
No 

DIAGNOSIS IF KNOWN 



Benign 
MAllgnant 



Ki7 



Patients 

N=56 
% 




36 



64 



25 
55 
10 
10 



38 
48 
7 
4 
0 
0 
k 



32 
I 68 
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d See Table 29, page 118, Historical Features 
of Breast Selgf^Examlnation PatlGnts and Education Provided: Initial En« 
counter. The health care provider for 98 percent of the patients was a 
physician* Forty-six percent had prior instruction, 54 percent did not 
and of ■those 46 parcent that did have instruction, 38 percent had instruct 
tion less than three months and 35 parcent more than two years* Eighty- 
five percent of the instruction was given by a rhysiclan and 15 percent 
by a nurse clinician. Other historical features included: number of chil- 
dren, the majority had 2 or 3 children, 68 percent j^ere between the ages 
of 21 to 25 when their first child was born, 76 percent were between tne 
ages of 21 to 35 when their last child was born. Forty-four percent 
breast fed and 56 percent did not. Eighty-two percent only breast fed 
one or two of their children for a period ranging from two weeks to five 
months or longer* Thirty-six percent had a family history of cancer^, 64 
percent did not. Eighty-siK percent were married between the ages of 15 
to 25. All had previous breast biopsies and 68 percent wrre malignant and 
32 percent benign. 



2 Discussion. 



The most glaring fact was that 54 percent had not had prior 
insttuctian. Of those referred, all had previous breast biopsies ^^nd 68 
percent haSx^ malignancy* The data certainly did indicate a need to save 
professional "Bfee as well as cost in this area* In addition the need for 
preventive patient education appeared to be great, 

(b) Patien t Comprehensi'Qn for the Initial Encounter. 



1 Prior to the educational intervention all ^ 
patients completed a multTple-choice questionnaire (pre-test) and Betsi 
breist demonstration to determine the^L knowledge and skills in reference 
to the following learning objectives (the objectives were Identified by 
a physician consultant as feasible achievements for all breast self ex- 
amination patients) : 

BREAST SELF EXMIKATIQN OBJECTXTCS 

Upon completion of this program the patient will be able to: 

, List the types of tissue in the breast, example: glandular, 
flbrQus, and fat* 

Name the tissue which runs Immediately under the breast skin, 
, Describe the functions of Cooper*s Ligaments* 
, List two factors which determine the amount of fat tissue In 

the breast* 

State the function of the lymphatic system. 
* Tell 'why the l>Tnphatic system is significant in breast cancer 
patients. 
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, Define metastasis. f 

Idtttlfy the breast as the moat comnon site of cancer in women. 
I List the expected cure rate when breast cancer is detected and 

treated in its early stages. 
. Specify two t^ffigs all women can do to help bring about a 

significant decline in the breast cancer death rate, feKamplei 

Professional and self examinination- 

Tell at what time during the menstrual cycle breasts should 
be eKamlned. 

. List changes in the breast to look for when doing breast self 

elimination. Examplei Dimpling, orange peel skin, discharge, 
. Tell the reason for looking at the breas^S with arms over the 

head and with hands squeezing the waist, 
. Tell what the third part of the visual eKam conElsts of* 

Example: Discharge from the nipple. ' ^ ■ 

. Name two signs to look for in the third part of the 

breast self examination. Examples bleeding, other discharge, 

etc. ^ 

* Tell why to begin the examination when the skin is wet. 

! Shaw how the fingers are held in relation to the breast to do 

correct breast self exminatlon* 
. Describe the correct technique for exaMning the breasts. 
. ^plain why a second examination Is d^e in the prone position. 

* Tell xAiBt should be done if a limip in the breast is found. 

. With the aid of the Betsl Breast Teaching Model , the patient 
will demonstrate the following i 
' * 1) Correct technique for bVeast self examina^on. 

2) Ability to detect breast lumps by finding four (4) Imps 
In the breas^t^oiel. 

2 See Table 30, page 1^, Percentage of Breast 
Self Examination Patlents^That Achieved the Criterion Levels Initial En» 
counter. All patients were pre and post tested to include a Betsl breast 
demonstration. Two percent reached the 80 percent criterion level on the 
pre-test and 96 percent did not. Seventy percent Jailed the Betsl breast 
demonstration on the pra-test, 30 percent passed. For the post-test 77 
percent reached the criterion level and 100 percent passed the Betsi 
breast demonstration. 

3 Those patients not reaching the 80 percent 
cttterlon level were glve7 additional Instruction during their initial 
appointment and all reached^ the criterion level prior to leaving the 
learning center. ^ 

4 Again, notice the low baseline scores, even 

though 46 percent of the Referrals had prior instruction. It appear^ uckinR 
that the existing system wap not providing adequate education, and it . 
in both quality assurance and accountability. 
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TABU 30 

■A 

/ FEICITOTAGE. OF miAST SELF KMINATION PATIENTS 
THAT AOIIEVED fffi CRITERION LEVEL: INITIAL ENCOUNTER 



GROUPS 



GENERAL INFORMATION 
Pre-Test 



0-29% *• 30-49% 



52 
0 



25 

0 



50-69% 



70-79^ 



80-100% 



21 

Z 



0 
21 



2 
77 



PASS 



BETS I BREAST TEACHING 
MODEL 



Pre-Test 70 
foit-Tut 100 



FAtL 



30 
0 



) > (c) Patient Comprehension for the Initial Eneounter and Six 

Kgnth Assessment. 

1_ Findings. 

See Table 31, page 123, Percentage of Breast 
Self ^OTalnation Patients That Achieved the Criterion Level for the Six 
Month Assessment. Eighty-seven percent of the patients were at the cri- 
terion level or above six months later and 100 percent passed the Betsi 
breast demonstration, ' . 

2^ Discussion* 

Unfortunately, the nimbar of subjacts reported 
on for tha six montft assessment was small <N^8) * Consequently the data 
vara not subjected to statistical Interpretation* ( The data reveal an, ex- 
captipnally high retention rate when compared to ^the retention rates of other 
learning systems that have sijc month f ollow-up^S'^in both the comprehensive 
and skill areas, mat this suggested was that booster levels, and times of 
reinforcment were learning system dependent. In other words, different^ 
topic -areas and learning objectives probably would require different time 
IncrCTents. for optimum relnf orcCTient In order to sustain desired outcomes* 
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TABLE 31 



' , ^PERCENTAGE OF BREAST SELF EXAMINATION PATIENTS THAT 
AmiEVED THE CRITERION LEVEL FOR THE SIX MONTH ASSESSMJ7I 

, INITIAL SIX M0N5H . 
GROUPS ENCOUNTER ASSESSMENT 

GENEML INFORMATION 

Below 80% Pre-Test 100 
Above 80% Pre-Test 0 

Below 80% Post'Test 38 13 

Msove 80% Post^Test 62 87 



BETSl BREAST TEACHING 
MODEL 



Pass 100 ^ 100 

Fail 0 0 



(d) Patient Behavioral Baselines for the Initial fincounter. 



See Table 32* page 124 * Breast Salf EKfi^i^tion 
Patient BehEvloral Baselines for the Initial Encounter. The findlT|p for 
the 56 women revealed that only 32 percent examined their breastB monthly, 
68 percent did not. Seventy-nine percent did an Incomplete eKamination* 
21 percent a complete exEmination^ 52 percent have detected a lump, 48 per-' 
cent have not* Of the 52 percent who detected a lump, 86 percent were be- 
nign and 14 percent malignant. 

(e) Patient Baselines and Behavioral Outcomes for the 
Six Mdnth Assessments 

.1 Findings, 

See Table 33, page 125, Breast Self Examination 
Patient Basellnas and Behavioral Outcomes for the Six Month Assessment, 
Slxty^two percent more women examined their breasts monthly after the ed-- 
ucational intervention then they did prior to having the instruction* One 
hundred percent could perform a thorough examination. Previously 62 per- ^ 
cent only could perform an Incomplete exaMnation and 38 percent couldn t 
perform one at all. Prior to being referred to the patient learning center 
33 percent had benign lumps, 33 percent malignant lumps and 34 percent 
didn't know if they had any lumps. Six months later, 25 percent out of 
the 67 percent who didn't know if they had lumps (39 percent) or said 
they didn't have lumps (33 parcent) discovered lumps* As of this writing / 
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TABLE 32 



BREAST SELF EXAMINATION PATIENT BEHAVIORAL 
BASELINES FOR THE INITIAL, ENCOUNTER 



OUTCOMES 



EXMIINES BREASTS MONTM^Y 

Yea 
No 

THaROUGHNESS OF EXAMINATION 

Complete 
Incomplete 

DETECTION OF LUMP 

Yes 
. No 

BMIGN OR MALIGNANT 



Benigr 
Maligi 



Int 



INITIAL 



68 



21 
79 



52 



86 
14 



none of the lumps had been biopsied, see N/A^ 100 percent 



2 Discussion, 



N There appeared to be a great need for preventive 
patient education in this area. Certainly judging from the data, many 
lumps were going undetected. In fact, the education shouWbe a routine 
oart of the yearly GYN check-up. The PACOMED prototype can provide the service 
effectively at a very low cost, both In professional time saved and money, 
not to mention the ultimate savings in numbers of lives saved. With the 
growitig numbers of women entering the Army this preventive education 
should be given a very high priority. 



TABLE 33 



4 



BMAST SELF EXAMINATION PATIENT BASELINES AND 
BEHAVIOHAL OUTCO^ES FOR THE SIX MONTH ASSESSMENT^ 



OUTCOMES 



KLINES BREASTS MONTHLY 

Yes 
No 

raOROUGH^ESS OF EX^IINATION 

Complete 
Incoffip late 

DETECTION OF LTOP 

Yes 

No 

N/A 

BENIGN OR MALIGNANT 

Benign 

Malignant 

N/A 



*No biopsy of the detected lump 
was taken prior to the six month 

f QllOW'-Up * 



INITIAL 
N-8-% 



SIX MONTH 
ASSESSMENT 



_25 



75 



I 33 



33 
34 



33 
34 



87 



13 



0 






100 \ 


100 




0 



25* . 



75 



>l jdo*„H 



if 
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(7) lAw Back Pain. 

(a) Jllnlc _Patient Population for the Initial\ncounter . 

1_ Findings. 

a Thirty-six pationts with low back pain received 
the initial health educatTon. Only five returned for the one month follow- 
up. . 

* b The majority did not return because they clalm- 

ad their back felt better" The other patients gave the following excusesj 
^^rfsportation problems, no time, wanted their appointment to coincide with 
physician appolnteient, 

c^ See Table 34, page 127 » Demographic and Socio- 
economic Characteristics o"f Low Back Pain Patients: Initial Encounter. 
The demographic and socioeconomic breakdown of the thirty-six patients 
follows: 30 percent were active duty, 9 percent retirees, and 61 percent 
dependents. Twenty-eight percent were male and 72 percent female. Six 
percent were less than 20 years of age, 25 percent 21 to 30 years of age, 
25 percent 31 to 40 years of /ge, 28 percent 41 to 50 years of age,^and 
16 percent 51 to 60 years of 4ge. Elghty-tlyree percent were married. 
The majority of the patients had an 'educational level of high school to 
baccalaureate degree, 92 percent. Occupations: 39 percent housewife, 25 
percent administrative work, 11 percrint technical specialist, 14 percent 
professional, 3 percent combat related, and 8 percent blue collar work. 

£ See Table 35,/page 129. Historical Features 
of Low Back Pain Patients' Illness and E^cation Prdvided: Initial En- 
counter. The health care provider for all the patients was a physician. 
Seventy-two percent had prior instruction, and 28 percent did not. Forty- 
,slx percent of the patients had prior instruction less than .3 months agi, 
and 46 percent more than 2 years ago. Instructions were provided by a 
physician for 54' percent, nurse clinician for 4 percent, and physical 
therapist for 42 percent. Eighty-three percent had a history of back pain 
that started with trauma, 47 percent cited other causes, 

' 2^ Dis4ufr*lfn. 

: > 'tlW/cllnlc patient population represented a 

high ^j^centage of acflire dut^VSO percent, and a much younger group 
than the hyperte^ltft,-dlabe^a^ and weight control systems. Consequent- 
ly the occupational Hist'rlfbi^^ was much more varied., 

/ ' ^ Perhaps the low number of returnees for the 

oiTe month follow-^p was due to the high pe'rcentage of patients who had 
prior instructlonj, 72 percent. Additionally, 46 percent had their In- 
struction less tlin 3 months ago before being referred to the learning 
center. The perceived need simply wasn't there. Note that a physician 
gave instruction to 54 percent of the patients. 



14 

126 



\ 



TABIjE 34 



DEMOGRAPHIC AND SOCIOECONOMIC CHARACTERISTICS 
OF LOW BACK PAIN PATIENTS^ INITIAL ENCOUNTER 



Demographic and SocioeconQmic Patients 
Iv^lables N*36 



% 



RANK OF MILITARY 

Aetjve Enlisted 

E-1 thru E-6 16 
E-7 thru E-9 8 

Aetive Officer , 

Company Grade ' 3 

Field Grade 3 

^tie^endent 61 

Retired Enlisted 

E-1 thru E=6 3 
E-7 thru 3 

Retired Officer 

Company Grade ^ ^ 3 

Field Grade 0 



SBC 

Hale • 28 
Female 

Ifesa than 20 6 

21 to 30 25 

31 to 40 25 

41 to 50 28 

51 to 60 ' 16 

61 to 70 0 
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fAMTM 34 cont. 



Deaographie and Socioeconomic 
Valuables 



HARITAL STATUS 

Married 

Widowed 

Single 

Engaged 

Divorced 

Separated 

EDUCATION COMPLETED 

El«aentary (grades l-:6) 
Junior High (grades 7=8) ; 
High School (grades 9-12) 
1-3 Years College 
Baccalaureate 
Master- s Degree 
Doctor's Degree 

OCCUPATION . 

Unemployed or Retired 
Hj»sewlfe 

Aittiaistrative (office work) 
Technical Specialist .(mechanical) 
Prof essional (non-medical) 
Combat Related (line groups) 
Student (full time) 
Blue Collar (custodial) 
Medical Professional (RN,m,DDg) 
Others 
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TABLE 35 



'historical FEAfOi^s^ of low' back pain patients *v 

llXlffiSS AND EDUCATION PROVIDED I INITIAL ENCOUNTER 



His torlcaL Features 



^Patients 
l3 N-36 



% 



HEALTH CARE PROVIDER 

• Pftyslcian 

Nurse Clinician 
Physical Therapist 

HAS PRIOR INSTRUCTION 

Yes 
No 

TIME OF PRIOR INSTRUCTION 



Less Than 3 Months 
4 to 6 Months 
7 to 12 Months 
1 to 2 Years 
More Than 2 Years 



INSTRUCTIONS PROVIDED BY 

Physician 
Nurse Clinician 
Physical Therapist 

HISTORY OF BACK PAIN 

Yes 
No 

HOW BACK PAIN STARTED 

TtmimB. 
Long Trip 
Other 



100 
0 
0 



Dilh 



28 



83 
17 



53 
0 
47 
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(b) Patient Comprehension for the Initia l. Encounter; > 

, a ftiop to the educational intervention all 

pktlkntB cOTpleted a mul^le-choiCe questionnaire (pre-tfest) and pos- 
ture demonstration to deteraine their knowledge and skills in reference 
-tethe follQwihg learning objectives (the objectives were identified by 
A. physician consultant as feasible^ achievements for all low back pain 
patients)* 

I ■ ' , 

LOW BACK PM N OBJECTiyES ■ 

\ — — -^-^u ' ■ 

Upon .completion of this reaming prograin the patient will be able ,tp.,i 
,, Define good posture. 

, Identify' who may acquire low back pain. 
. Identify the most common cause of low back pain, 
- . Tell what part of the spine is affected when .you have low ' 

hack pain. ^ j 

. Describe why being over weight, can cause lo^ back pain.' 
. Explain thai exercise is the only real treatment /cure for 

low back pain. - 
. Demonstrate the proper ■exercises for low back pain. 
, Describe the proper method to lift heavy, loads, such as, 

children, groceries, , etc . " ■ . " \ j, 

. Tell how to' properly use pillows while ■sleeping or relaxing. 

, Dmonstrate good posture. 

. Explain how to properlV select furniture, 

b See Table 36, page 131, Percentage of Low Bapk 
Pain Patients That Achieved the Criterion Level: Initial Encounter. All 
patients were pre and pos,t tested to include a posture demonstration. 
Thirty-three percent reached the criterion level on thepra-test. 67 pei^ 
cent did not. Sixty=one percent failed the posture demonstration on the 
■ pre-test, 39 percent passed. For the post^test 92 percent reached the 
crltrrlon level and 100 percent passed the posture demonstration-. 

2 Discussion. 

It is Important to note that 72 percent of the 
population that was referred to the learnitig center 4nad had Pf °^ i^^^^^" 
tion and 46 percent of them less than 3 months before referral, however, 
only approximately 33 and 39 percent passed the respective pre-testa. Elghc 
percent of the patients who did not reach the criterion level were recycled 
In order to reach the criterion level. 
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1^ ,y . PERtMTAGE OP LOW BACK PAIN PATIEOTS " 

THAT AOilEVED THE CRITERION LEVEL: INITIAL fiNCOUNTER 

GROUPS 0-29% 30-49% 50-6g% . 70-79% 80-100% 

. ■ ■ . - ' — — — _ . - , ^ ~ 

. GENERAL INFORMATION 

Pre-Test ' 3 , U ' ' 31 ; 22 , 33 

. . PtoAi-Tc4t 0 ^ r 3 5 92 

PASS FAIL ■ ■ ' ' 



CORRECT POSTOM ^ 
DIMONSTRATION 

. Pre-Test 39 '•. . 61 

Poit-Ta,t 100 .0 

(c) "Patient Comprehension for the Initial Encounter arid One 
Month ABSeaCTientp . 

^ ■ / ' i Findings* / . ^. - 

' • See Table 37, page 132, Pere^tage ol Low Back 

Pain- Patients That Achieved the Criterion Level fqi^ pt^e Month Assess- 
ment. All patients were at the criterion' level or above one month later* . ; 
Four (80 perbent) passed the correct posture demonstration, one (20, percent) 
did not* 

Dipcussiohr 

a The person who* did not pass the posture^ ,^ 
demonstration for the one'month visit was given a co.t-rect posture dimon-- ' 
stratlon*' The deficiency was corrected during that visit* 

The number of subjects reported on wafe amalli 
therefore* the results were not subjected to statistical interpretation. 
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■ ^ TABLE 37 ' 

PERCpTAGE OF LOW BACK PAIN PATIENTS THAT ■ 
ACHIIVEB THE CRLTERION LEVEL FOR THE ONE MONTH ASSESS>ffiNT 



N-5-% 



GROUPS 



gmERAL INrORMATION_ 

Below 80% Pre-Test 
Above iO% Pre-Test 



INITIAL ONE MONTH 
ENCOUNTER ASSESSMENT 



60 
40 



Below 80% Post-Test 0 
Above 80% Post-Test 100 



100 



CORRECT POSTURE 
DEMONSTRATION 



Pass 
Fail 



100 
0 



80 
20 



(d) Additional Patient Behavioral Datai One Month As sessment. 



See Table 38, page 133, Additional 'Low Back 
Pain Patient Behavioral Data: One Month Assessment. The only behavioral 
baselines that were taken in addition to the correct posture demonstration 
Washistory of back pain and how the pain star ted , as reported in Table 3b, 
•page 129, Historical Features' of Low Back Pain Patients' Illness and Ed- 
ucation Provided: Initial Encounter. For the one month follow-up the 
following additional data was elicited: tnaintalned exercise program , 80 
percent yes, 20 percent no, experiencing any discomfort, 80 percent yes, 
20 percent no. For the four patients who were experiencing discomfort, 
50 percent described the dlsconfort as constant and 50 percent as i^ter- 
olttentir "Fifty percent associated the discomfort with standing and 50 
percent with other, such as playing sports. 
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0 , 
tl&LE 38 

ADDITIONAL LOW BACK PAIN PATIENT 
HHAVIOIUL DATA I ONE MONTH ASSESSMENT 

'i '' ' ^ . N-5 
OOTCOlfflS * % 



MAINTAINED EgRClSE PROGRAM 
^ tarn 80 

# EXPEMmCING MY DISCOMFORT 



Yes 
No 

IF YES, DESCRIBE THE DISCOMTpRT 

V 

' i ^ ■ 

Intermittent 

WHAT ACT^ITY IS THIS DISCO^gORT 
ASSQCIATED WITH 

Lifting ^ ; 
Auto Trips 
Walking 
Standing 

More Than One Of The Above , 
Other 



ML 



20 
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^ . / (8) *^lf *{lti»t Censatirt ResponM to the ^yitema Approach In a * ^ 
Fretotype. Fatlmnt Education StMln%# - 

• ' ' ' ' Thm 30^ fatient reterrala <|roieBslonal or ielf) 

lot th*, preeailng £dve leamint 'syitioa were glv*n one additional neasure- 
^ . : ..... gg^^ej., A Llckert scale response 

rertainlngrfo the systems approach 
iattpi# included opinions on the 



c*tor'8 atfle. learnlni cower,, preieren^e lui iUBu,.uv,i.*w», — . 
learn-'ty audio-visual compared jo, lifeual tnsttuc^tions by professional health 
worker^,' personal oesponsibillty for learning by audio-visual ^mpared to 
usuak Instruction by he4l«h workers, patient -attitude. toward audio-visual 
r»e^«« for health educaUoB,' pat if nt viewing of ctamerciaXtelevlslon in 
Dours. 'j 

(b)' Flntings. - f. * ' * 

^. See Table 3^, page 135, PAlents' Opinion ^Toward the 
Systems Approach . ' The analysis oi 'tie opinifcn rating scale follows : 
viewing tloa. 92 percent felt\it ras 0K|. content Intereit, 38 percent 
felt It was OK, 61 percent found It fascinatlngi questions on topic, 26 
percent said OK, 71 percent felt it really helped- ^ace„ 82 percent re- 
sponded OK and 14 percent felt It was too fasti content unlqueneas, 5A 
percent said OK, 43 percent stated it was all 'new; content value, 24 
percent said OK and 75 percent said most valuable; non-pprof esslonal para- 
Bfidlcal health educator's style, 16 percent felt It vms OK and 84 Pe«ent 
felt It was excellent; learning center, 18 percent respohded OK. and 82 
percent responded excellent; preference /for instruction, 38 percent pre- 
ferred the audiovisual mode* 33 percent' were neutral and 29 percent pre 
ferrfed a live teacher; freedom to learn by audiovisual compared to P^o- 
fesslanal health workers, 39 percent said equal and 52 percenfesald they 
had more freedom; 56 percent said they felt mpre personal resp^isiblllty 
and 41,pffcent felt about the same; 27 pertent had a neutral attitude 
toward audloviaual modes far health education. 62 percent had an excel-y 
'lent attitude; patient viewing of commercial tAlevision in hoUrs per d^, 
28 percent viewed less than one hottr, 21 percent viewed two hours, 31 per- 
cent viewed three hours. 12 percent viewed fou^ hours, *nd percent vlew- 

' ed television more than five hours per day. "Refer to Appendix I, page^ , 
Patients' Opinion Toward the Systems Approfich for the Individual Five 

' Learning SystOTS. ' . . . ^ 



4Z2Adapted from "Scales, to Determine Student Attitude About TeieTutorlal. 
Leespns," by Volker, Simonson, R. , .and SlmonBqn, M: , as appeared in 
Audiovisuaff Instruction, N^em6'eriil97.5, 51. * , 
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■ PJfflEMtS* OPIMIOH TCWAM THl SYSTIMS APPROACH 



topic tarn 



nmatG TIME 



qpSSTIOKS ON TOPIC 



FACE 



COOTTOT UNIQUIHESS 



COHCTIT VALUE 



IW-PROFlSSlOUMi PARMffiDI- 
CM. HEALTH EDUCATOR' S 
STTLE 



IMRNING CENTER 



PREFERENCE FOR 
IHSTRtJCTION 



FREEDOM TO LEAM BY A/V 
CQffAIffiD TO HEALTH 

wotoRs 



OPINIOH RATING- SCALE : 



1 



Teo Short 



Bob lag 



Ho Kelp 



1 



Too Slow 



Old Stuff 



No Value 



Poor 



0, 



Poor 



A/V Mode 



33 



Less 
Freedom 



FERSONiO* RESPONSIBILITY 
A/V COOT ARED TO HEM-TH 
WORKERS 



.pAtlEtT ATTITUDE TW^MD 
A/V MODES FOR HEALTH 
EDUCATION 



PATIENT VIEWING OF CbM- 
tffiRCIAli^TV IN HOURS PER 



Less 1^ 



Poor 



Less JThan 



28 



21 



OK 



92 



OK 



38 



OK 



26 



OK 



82 



OK 



54 



OK 



24 



OK 



16 



18 



Neutral 



33 



Equal 



39 



Equal 



41 



Netitral 




Hours 



31 



41 



23 



12 



28 



25 



17 



19 



20 



20 



25 



12 



Ml 



Too fas^ 



All Hew 



Host 
Valuable 



20 



48 



15 



50 



Bbccsllsnt 



67 



Exeallant 



63 



Llvs 
Taaehar 



22 



More 
"Fraedos 



More 



36 



Excellent 



47 ' 



More Than 
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r (c) Discussion. ' 

^ 1 for the most part the patlenti appeared to he extreniely 

receptive. The findings were congruent with those found in th6 hyperten- 
ilve study, "A Comparative Evaluation of the Traditional Versus A Systems 
(Approach for Hypertensive Patient Education. "123 Scores were high i^^^ ^ 
tent interest, uniqueness and value, the non-professional paramedical health 
educator's style, the learning center concept, audiovisual preference for 
Instruction, more freedom to learn and greater personal responsibility for . 
learning by audiovisual compared to usuaU instruction by professional health 
vorkers. The patients' attitudes toward the audiovisual modes were excel- 
lent^ There was also a- higher than expected acceptance of the non-protes- 
slonal health educator. 

2 It is important to point out that the majority of the 
dropouts didn't reflect a dissatisfaction with the systems approach cjncfept. 
However they reflected an attitude, conveyed by their actions about/the 
relative unimportance (in their value system) of patient or preveotlve 
health edudation per se.. Therefore, more general education and ifttorma 
ttbn will beyneeded to chan|e their current attitudes. 

8. CONCLUSIONS. . » 

a. Physical Facd-llties . 

Due to time and space cotjs'traints the findings for the physi- 
,cal facilities were limited and can only be used as guidelines. 

b. ' Comrounlcatlons Media . 

Until approximately 1985 the videocassette format appears 
to be the most cost effective and efficient medium, for the AMEDD, in which 
^o transmit the validated patient learning systems in hospitals and out- 
patient settings. 

c. Mon-Profes slonal Paramedic as Health Educator. 

(1) Graduates of the 91C20 clinical specialist course should- 
be considered as potential health educatdrs. 

(2) The health educator would- be qualified ^o perform the func- 
tions of: learning center operator, counselor, records manager, and coordin- 
ator of learning center activities. 

(3) The Chief Health^and. Environment or Chief , ^ Nursing Educa- 
tion and Training (Educational Coordinator) should be considered for overall 
supervisor, coordinator, budgeting and program planner for the mditiduai 
MEDCEN and tfflDDAC learning centers. 




12 SKucha , D .H . , A Com parative Evnluation oQ rMilAgnaOiXiai^A^iXi^ 1 
App.an.h for Hypertensive Patient EducaEion. Phase 3, Final Report, HCSD, 
ASS, FSHTX, August 1977. _ ' . , • 
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4. ygQgrM^^ alwnept* 

Cn Staff Development, Professional and Self Refewal. 

(a) The ©utcones Indicated on the whole that there tmsn't 
laay atreng reslatane^ on the part of the professlonils toward PACObffiD. 
losavar. they were reluctant to accept some features of the concept, 
k«acl«Uy in «ea« concerning professional roles. Ther« was ouch ambl- 
JSaneeon the part of the professional staff concerning parent efucatlon. 

I' 

Cb) Giving additional hen«f Its .such as preventive and pa- 
tient education to health consumers Is not enough. Patient consumers need 
itronget motivators plus more mass education about the value of preventive 
m^Meine. * ' 

(c) Preventive patient education for the active duty soldier 
nmrnAm to be provided via his /h« unit training syscm racier than a. hospital 
jgrami ' ' . . ' 

. '(d) Part of the problem was that there wasn't enough time 

to develop the progrMi planning and management systems properly. Conse- 
qu«ttly, many of the measurOTents and observations were premature, At 
beat this study cdmponent only suigests the direction the various stages. . 
of progran development may have taken. 

' (2) Accountability and Monitoring. 

(a) All of the baseline data Indicated a need for a more 
effective, efficient, cost effective method of..providlng patient education 
than now exists in the AMEDD health care delivery system. 

1 Not all of the patients that should were receiving 

patient education. 

2 In more cases than not, the health care provider 
was a physician rath¥r than a nurse clinician. Therefore, most of the 
Instruction that was provided was given by a physician. The cost Was too 
high, it wasted valuable professional time and did not provide for quality 
assurance in the patient education area. 

^ 3 The instructions that were given weren't that ef- 

fective, as indicated in the individual patient baseline scores, in the 
areas of comprehension, retention, and psychomotor skills. 

■\ . ' 4 The data revJfeed that patients were only getting 

part of the educatiowl message. ThRe were wide gaps in what behaviors 
iere perceived to be most impoxtant and the priorities that were given 
thosf behaviors by the patients. 

5 The PACOMED concept could provide the patient educa- 

) . tlon at approximate!? 1/lOOOth the cost if the learning systems would be 
used In 30 to 50 tffiDCEJS, to^CS, or troop clinics. - 
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^1 Jtidglng f roffi the dgaogrmphic data was doeum#nted 
thtfe Ch« fivt Itaralftg Aysttms (hypertenslohp diabetesp weight eontrol, 
toikut Mlf ii^ and low baek pain) all have wLda application for 

tite AsMTfi duty aaldler. Thevafora, tha Implleatldna of providing pr6*- 
TntlH^jp&tlafit a'ducatlon using the I.S.p. approaeh via soma form of madia 
for the lietlve duty soldlar that Is coat sffactive could' hava^far reaehing 
eonsaquencM* 

Ce) nie data suggast that booater levals and times of re* 
Inforenant ware laaralng system dependent. In other imrds, different to^^ 
plc areas and learning objfetlves probably would require different ttoe 
laetamts optimmB rel^orcement In order to sustain desired outeomes, 

(d) The analysis of the^atlants' Opinion to\^rd the systems 
approaeh Indicated very josi^lve findings in relatloin to the SA concept* 
Scores were hlghf In ^content interns t^ uniqueness and values the non-pro^ 
fe sslonal param^icaljiealth educator 's style» the leamlng^ center concepty 
audlovlsuaT^ preference ifor instruction, more freedom to learnt ©nd greater 
personal responsibility for learning by audiovisual compared to usual In-- 
structlofi by prdtasslonal health c4re wpjrkfers, fhe. patients attitudes toward 
thf audle^rt^al modes were excellent^ ' There ^^s a^hlgh acceptance of the 
non-professronal as health educator. ' V 

(e) However I It is Imperianti to, poj^rtt e^it that tn^ny patient . 
consumers reflected an attitudei conveyed- by their actlbnap about the re^ 
lative unimportance in their value systeffls of^ FfAtlepJt or 'preventive health 
education per se* Therefore, more general education' and Infortiation about 
the value of consumer health education will be needed ,to 'change their cur^ 
rent attitudes. 



(4) Thls^^ftase of the PACOMED project was too short. At least 
an additional one xSr two years would have been needed to examine the results 
of the k outcomes piloperly. More subjects as well as long^tera measurements 
In all (areas were needed. 



9. EECOtnffiOTATIONS , , * ^ 

a. Although the patient measurements were limited, the outcomes of 
this phasi;^' like the hypertension studys demonstrated the efficiency of the 
SA approach In the areas of comprehension, retention behavioral influence 
and cost--ef f ectivenesst It would appear desirable to start this type of 
patient education program in the A^ffiDD, 

• b. Consideration should be given by HSC and OTSG to Initttute action 
toward this end. 

c. Additional reseirch should be done in the following areas: 

* CI) Cost analysis studies In the areas of quantifying benefits more 

accurately and In the distribution of costs and utilization of patient education 
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(2) Identification of threshold and booeter leveli «t ^e^^^ 
levels of dlminlihlng returns, . ; ; J : I 'Sr;^^ ^ 



(3) Development of comTOrt measurable predictors of aueai^fS £o^ 
a recep^ye attitude tpward patient education and the various met^pdol^i^©*^ 

\4) The relatlonahlpi between patient knowledge leveli knd; ; ^ 
patterns of disease control^ ■ r.' j\^^''':r^f^'-^ ' '''4i^~^ ^' 

(5) Retintlon studies to evaluate the long-term w6^th' t2#:5s 10 
years) of different types of consmitfer educational prpgrfflna* --y, \- 

(6) Studies to develop sucbessful motivational techniaties Wr ; , 
health care providers and patient consumers* :V ^ - 

d. The complete report and specifically the many f l^dlngft and ot-- 
aervatlons should be made available to those conducting reW^rfeh 4^^^^ 
education and^perating or planning to operate a patient edttca^ion iptogram. 
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